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ABSTRACT 
Because of the extent and immediacy of the problem of AIDS in the RSA and because this disease, 
which is mainly transmitted by voluntOl}' human behaviour, has no cure, the needfor educational 
programmes to curtail the spread of AIDS is seen as of prime importance in the RSA. At present 
there is little published research about the levels of knowledge of AIDS attained by pupils in 
junior and senior schools, nor of the attitudes they have towards the disease. It was felt that 
without this information, it would be difficult to develop appropriate AIDS education program-
mes. 
In this research, questionnaires were administered to investigate the knowledge of and attitudes 
towards the acquired immunodeficiency syndrome - ( AIDS) - of the standards 5, 7 and 9 pupils 
at four private schools. These three age groups were C/WSCII ill order to look at the possihfe 
effects of the maturation process on these pupils' perceptions of AIDS. A questionnaire was also 
completed by sclected school personnel to provide background in/ormation on any existing AIDS 
education in the schools. A pilot study was carried out with a small group ojpupils ill order to 
establish the areas of concern being opressed by senior school pupils. 
The results of the survey have shown that while there is a gradation in the knowledge lel'cls of the 
pupils il1 slandards 5, 7 alld 9, there is a I1ced/or more inrel/sil lt' teaching of Al DS at or he/orC' the 
transition from junior to scnior school. That the pupils perceiFe a need for schoo/-based 
education, particularly in order 10 acquire knowledge of prevention strategies, was evident. The 
altitudes of the majority of the pupils towards AIDS sufferers were found to be toleram or 
circumspect, although there was evidence of intolerance from some quarters. The fears of the 
pupils were found to stem largely from the unique characteristics of the disease and a lack of 
knowledge of how to protect thelllseives against it. 
In developing guidelines for a programme of AIDS education for the South African schools, the 
programmes and illlervelllions cunelllly operative in the USA, Great Britain, Europe and two 
African countries were considered. 
This research has raised a number of questions, the answers to which will he importallt il1 the 
del'elopmelll offmure programmes of AIDS education. 
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CHAPTER 1: THE STATEMENT OF THE PROBLEM 
1. Introduction 
To appreciate the need for AIDS education and to understand Ihe problems that surround the im-
plementation and effectiveness of such a programme, some basic facts about the disease itself are 
necessary. 
AIDS is caused by the human immunodeficiency virus (HIV) which is found in high concentra-
tions in certain body secretions of seropositives - namely blood, semen and vaginal secretions. 
HIV also occurs in low concentrations in saliva and in very low concentrations in tears. II has also 
recenlly been identified in breast-milk (Dr E. du Plessis, 1990, pers. comm.). II is transmilled 
from an infected person into the blood of anolher person Ulrough a break in 101 epiUleliwn in the 
following ways: 
* 
* 
* 
* 
By penetrative sexnal intercourse. (This is the most common means of transmission.) 
By intravenous drug users sharing needles. Needle stick injury of medical persorUlel is also a 
hazard (Farthing et al" 1988). 
From mothers to 1I1e babies they bear, either in Ihe uterus across the placenta, or during birth 
from blood, or by breastfeeding - a rare cause of infection. 
By blood transfusion. Since all donated blood is now carefully screened, the chance of 
becoming infected with HIV from a blood transfusion is very slight (Dept. of National HealUl 
mid Pop. Dev., Transvaal, 1989). 
AIDS is not spread by casual body contact such as bugging, shaking hands, or dry kissing, nor by 
sharing the same toilet, swimming pool, or eating utensils as infected people. None of these 
activities permits the entry of one person ' s body fluids into the blood of another. It is also not 
spread by insects such as mosquitoes, nor by donating blood (Check, 1988). 
Once inside 1I1e body, 1I1e HIV infects T4 lymphocytes by inserting its genetic malerial into Ihe 
DNA of 1I1e hosl cell (Gallo and Montagnier, 1988). The virus then enlers a lalent period which 
may be from 6 months 1015 years (510 9 years on average). During III is period the infected person 
has HIV -carrier sial us mid shows no signs of ill-health. II is not known what causes an HIV -carrier 
to develop full-blown AIDS. However, once AIDS has set in, death follows inevilably. In Ule 
USA, the average lifespan of a sufferer is 15,6 monUls (Dept. of National Health and Pop. Dev., 
O.F.S., 1989). Unlike olher sexually Iransmilled diseases (STDs), AIDS docs not affect Ihe 
genilal organs, but ins lead renders the body prone to a variety of opporlunislic infeclions. which 
evenlually kill Ule person (Redfield and Burke, 1988). 
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In Ille RSA Ihe nWIIber of repOrled AIDS cases has increased exponentially from 2 in 198210455 
by 08.8.90. Tables giving information on the incidence and distribulion of AIDS in RSA as on 
08.08.90 arc appended. Tables comparing the incidence of AIDS in RSA with Ihe rest of Africa 
up to Ule end of 1988, and the projections for RSA up unlil 1995 arc also appended (Appendix 1 
pp 86- 8). 
Whilsllhere are very costly drugs which can slow down the progress of Ihe disease, Ihere is no 
drug Ihat can cure il (Yarchoan et aI., 1988). 
At present, the main way in which Ihe spread of the disease can be halted is Illrough educalion. 
The ailll of such education would be to change existing risky behaviours , or to establish pallerns 
of behaviour in young pcople thai will not leave Olem al risk of infection (Pinching, 1987). The 
need for AIDS education and the inlention behind il is mosl succinctly defined as follows: 
Since 1981 when Ihe firsl cases of AIDS were repOrled in the United Stales, we have 
wilnessed an epidemic unprecedenled in modem times. Yellhe virus is almosl always 
transmilled Ihrough behaviours Ihal can be modified. Educational programmes Ihal 
focus on !llese behaviours and how tlley can be changed will be effeclive in prevenling 
the spread of ALDS. (Bock and Hoch, 1988, p22) (emphasis addcd). 
11 is nol new 10 allempllo modify healUl-Ihreatening behaviours. This has been tried , for example, 
with smoking and alcohol addiclion . Despite the facl thai !llese have been problems of a minority 
in society, to which sustained and specialised programmes aimed al breaking the addiclion have 
been applied, there has been no guarantee of success - hence behaviour modification is not easy. 
Clearly AIDS is nOI a minorily problem. This docs not mean 10 say Ihal all arc equally at risk of 
infection, but thai the degree of risk depends largely on personal behaviour. Because of the long 
latenl period between infection with Ihe hunHUl immwlOdeficiency virus (HIV) llild UlC develop-
menl of the falal acquired immune deficiency syndrome, AIDS, infected people arc nol 
immedialely evident. They cannol be idenlified and quarantined, as has been done during plagues 
alld epidemics ill Ule past. III allY case, screening llild isolation arc considered a Iltreal 10 the 
privacy and the liberly of Ihe individual (Howe, 1990). Therefore , Ihe only way of halting the 
spread ofHfV infeclion is 10 leach people how 10 live alongside possible HIV-po,~ilives in such 
a way thai Uley will not Ihemselves become infecled (M,mn el aI., 1988). This method of conlrol 
concurs wilh Ule concepl of a free and democralic sociely. 
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In South Africa, the need for effective AIDS education has been recognised at top level. Dr E.H. 
Venter, Minister of National Health and Population Development. told delegates to the AIDS 
Indaba in Pretoria, 27 November 1989, tItat the emphasis should be on ..... the educational 
principles involved in the control of AIDS, with special reference to behavioural changes so 
necessary in any campaign against tile disease" (Venter, 1989, p3). 
The problem is that the behaviours that spread AIDS are surrounded by taboos and have not, 
until recently, even been considered as a subject suitable for frank and open discussion in the 
classroom (Wayling, 1988; Allensworth and Symons, 1989; Raymond, 1990). 
2. Problems of AIDS Education 
Some of the problems of AIDS education are: 
2.1 Teachers' difficulties 
Many teachers feci ullcomfortable discussing huntall sexuality with UlCir pupils (de Neergard, 
1988). Others do not feel confident that their training as teachers or Uleir knowledge and 
understanding of the AIDS epidemic is sufficient to deal with Ule questions of their pupils or 
to allay UlCir fears (Allensworth and Symons, 1989). 
2.2 Parental fears 
Some parents fear Utat increased knowledge of hwnan sexual behaviours will result in 
increased sexual activity by their adolescent children (Bichler, (981). Thus Ihey resisltheir 
children obtaining the very information Ihey may need in order to stay healtJ1Y. 
2.3 Religious objections 
Some religious groups object to any teaChing on sexual behaviow' olher than chastity and 
monogamy (GreaUlead , 1990; Raymond, 1990). This is an unrealislic approach which is 
frequently counter-productive, resulting in yOWlg people regarding AIDS as "jusl another 
threat invented by adults to curtail Uleir (teenagers') ill dependence and fun" (Masters el aI., 
1988, p 138). 
2.4 Inability or unwillingness to see AIDS as a personal threat 
In a survey involving only black students, it was found thallhey "did nol appear to perceive 
AIDS as an inunediate or future problem in their township" (MllUlCws et aI., 1990, p 513). 
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They tended to regard AIDS as the problem of others such as Whites or homosexuals. Despite 
the fact that 70% said Uley were sexually active, they did not feel that UlC need for safer sex 
practices applied to them. 
Other people feci that as they are not pari of a so-called "high risk" group such as 
homosexuals, prostitutes or drug addicts, UlCY cannot be infected by HIV (Masters et aI., 
1988; Greathead, 1990). So dcnial of the need for AIDS education js also prevalent. 
2.5 Influence of mass media 
II is the view of Ule researcher that much of the information on AIDS is gained from the mass 
media. This view is supported by the AIDS Education and Counselling Task Group of the 
Medical Research Council (MRC) (1988) and by Aggleton et al. (1989). Since some 
reporting is misleading and sensalional- Horror Hospital, in You magazine - (Findlay, 
1990, February 22), and some presents scientific speculations of a very dubious nature -
Drugs may cause AIDS - Marks, 1990, June 23), the information conveyed by UlC mass 
media could result in children developing misconceptions and prejudices that will be 
singularly difficult to alter (Ausubel, in Driver and Easley, 1978). 
2.6 Ethnic factors 
South Africa's population is hcterogeneous, WiUI several ethnic groups, each with its own 
values and traditions. TIlese will directly affcct thc groups' perceptions of a disease like 
AIDS, which is spread by social hwnan behaviour (Medical Research Council (MRC), 1988), 
namely sexual intercourse and customs such as circumcision if a communal blade is used. 
2.7 Language 
This is a multifaceted problem in the RSA. 
2.7.1 Literacy levels vary among Ule different population groups, and also between urban 
and rural popUlations. 
2.7.2 The terminology necessary in explaining some medical aspects of the disease may 
present a problem even for the literate. Yarber (1987) suggests that, since it is not 
essential for the avoidance of infection, difficult biomedical explanations should be 
omitted from an AIDS education course. 
5 
2.7.3 There may be diverse meanings in different ethnic groups in the RSA for phrases 
commonly used in AIDS prevention strategies. Cross (1990) states that in Uganda the 
phrase "safe sex" was understood to mean that adultery was acceptable. However, 
warning Ugandans to "love carefully" and to practise "zero grazing" were taken by 
them to mean safe sex practices (Mann et aI., 1988, p 68). 
2.7.4 No one language is the home language or language of instruction for all South Africans. 
2.8 Finance 
The cost offunding the research necessary to draw up educational programmes in schools and 
commwlities. and of implementing and administering AIDS education will have to be met. 
3. The context of the research 
From discussions with senior officials in the Cape and Transvaal Education Departments it 
became evident that there is a need for pupil-{;entred research as a preliminary to developing a 
programme of AIDS education in schools. AIDS education is relevant to every aspect ofa child's 
development - physical, cognitive, affective, social and moral. There will indeed have to be a 
"combination of knowledge ,md ethics in education" (Opie, I 'lXY, P 6) when teaching about 
AIDS. 
The aim of this study was to find out about Ow existing knowledge and attitudes of two groups 
of pupils at four private schools in Grahamstown. One group consisted of all Ow boys and girls in 
standard 5 at Ole schools, and Ow other of all the boys and girls in st'Uldards 7 ,md 9. The 
researcher selected these two groups because they are representative of the stages in a child's 
progression to adulthood. The standard 5 pupils are representative of the transition from 
childhood to adolescence, while the standards 7 and 9 pupils are representative of adolescence and 
youth (Biehler, 1981). 
The standard 5 pupils (median age 12 years) are moving from the latency stage into the genital 
stage, as defined by Freud (Bichler, 1981), when their attention becomes more focused on 
relationships with the opposite sex. However, there may well be wide differences in sexual 
knowledge and experience in this group (Tomaszewski, 1989). One reason, according to Tanner 
(1970, 1972), is that girls generally enter puberty about two years ahead of boys (in Bichler, 
1981 ). 
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The standard 5 pupils are in their final year of junior school. They still have a particular class 
teacher who supervises most of their learning and on whom they depend. They must be made 
ready for the move into me less sheltered environment of senior school where they will have to 
depend more on meir own judgment. They can no longer rely on oUlCrs to set the standards by 
which they run their lives. The changes occurring in meir cognitive and moral development make 
this move towards greater self-sufficiency possible. 
Cognitively they are in me early stages of being able to use what Piagct (1969) describes as formal 
operational thought (in Phillips, 1981). They arc able to consider possibilities and thcn to test 
thcm against past expcricncc to dctcrminc thcir validity. Thcy arc bcttcr ahle to anticipate the 
consequences of their actions. 
Morally they are moving from the morality of constraint when they are guided by an external 
authority equipped with a sct of inflexible rules, into the morality of co-operation when mere is 
an awareness of differcnt points of view and a willingness to act in the interest of the common 
good (Piaget, in Bichler, 1981). Blatt and Kohlberg (1975) have found that Ulis 12 ycar old stage 
is a significant one for advancing the learning of morals by discussion rather than by prescription 
(in Kohlberg. 1981). lllis view is supported by Sroka, who cites the 7Ul and 8th grades, when 
pupils are 12 to 13 years old. as providing the most "teachable moment" for AIDS education (in 
Sroka, 1988. p 42). 
What this group already know and what they feci about the diseasc will providc thc cducationist 
with useful guidclines in tackling the task of educating UlCm to cope with greater autonomy. Girls 
may need rcassurancc and support at this age with rcgard to fears of AIDS, whilc the curiosity ,md 
greater problem-SOlving ability that boys show could be exploited in teaching them the complex 
concepts associated with AIDS (Block. in Biehler. 1981). 
The standard 7 pupils (median age 14 years) and the standard 9 pupils (median age 16 years) are 
both engaged in the basic task of adolescence, which BIos (1962) gives as being able to discover 
and confirm a particular "way of life" (in Bichler, 1981, P 523), but they arc at different stages in 
it. Both sets of pupils arc seen as being sexually aware, with the standard 9 pupils possibly being 
more confirmed in Uleir sexual identities than the standard 7 pupils (Erikson, 1968, in Biehler, 
198 I). Some may even be sexually active. It is important to find out what this group knows and 
understands about AIDS, as teenagers are considcred to be a highly "at risk group" (AIDS 
infection rate ... ,J 989, October 9). Any misconccptions they still hold will provide important 
pointers for AIDS education. 
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Cognitively, their powers of reasoning and logic should be developing steadily (Piaget, in 
Phillips, 1981), and in their moral development, they should be building a set of values and ethics 
which, amongst other things, will enable them to achieve socially responsible behaviour 
(Havighurst (1952), in Bichler, 1981). 
Though peer group influence on social relationships in terDlS of behavioural mruUlerisllls ,md 
dress is very potent (Scars, in Bichler, 1981), values and attitudes arc more often acquired 
"through long term contact with particular individuals" (Bichler, 1981, P 548) who have been 
consistent in expressing and reinforcing particular principles and beliefs. Parents and certain 
teachers at the senior school will have an important role to play in developing the values and 
ethics children need to cope with the existence of AIDS. In a boarding school situation, teachers 
may assume even greater significance. 
An investigation of these two cohorts of adolescents should provide valuable information on their 
different levels of knowledge ruld wlderstanding of AIDS, which will give direction in determin-
ing U,e scope and specifics of an AIDS education progrrunme for these pupils. 
FurtherDlore, "the who, what, when ruld how of HIV education arc all issues Ulat need to be 
thoroughly explored allll discussed before implementing an HIV program" (Liontos. t989, p t). 
These issues, as well as the knowledge and attitudes of the two groups, were investigated using 
two questionnaires, one for each group. Information was also sought from standard 5 class 
teachers, guidance teachers ruld a sanatorium sister on rulY existing AIDS teaChing in the schools. 
As a teacher of biology, tllC researcher was allfait with OlC sections of the biology syllabus where 
AIDS teaching could be done. 
The context of the investigation is best set by first presenting an overview of educational 
strategies being used to teacb children in other countries about AIDS, ruld tllCn looking at the 
status of AIDS education in tlle various education departments in South Africa and in the self-
governing states within South Africa 's borders. 
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CHAPTER 2: AN OVERVIEW OFTHE CURRENT STATUS OF AIDS EDUCATION IN 
SCHOOLS 
I. Introduction 
The infonnalion presented here was collected from books. journal articles, and from single topic 
issues of Scientific American and of Hygic. Abstracts and synopses in several issues of AIDS Scan 
were useful sources of information, as were articles mId abstracts from The Best of ERIC 
(Educational Research and Improvement Clearinghouse, Oregon). Articles from AIDS informa-
tion magazines, and from newspapers, as well as radio broadcasts, unpublished lectures and 
personal communications by conversation, leiter and telephone with people involved in AIDS 
education in Israel, Zimbabwe and South Africa were used. Unfortunately, no printed material 
has been .received from Zimbabwe to date. 
The seminal article by tile Task Force of the International Union for Health Education (IUHE) in 
Hygie: the International Health Journal (1988) gives the outline of the international policy for 
AIDS education. This policy, and tilat described by Mann (1988), head of the World Health 
Organisation'S (WHO) Global Progrmllme on AIDS, forms UlC basis of the school-based 
education in the USA and many European countries. 
2. School-based AIDS education in selected countries. 
2.1 USA 
TIlC USA, the country Willl the highest reported incidence of AIDS cases, has a well-
financed, central educational strategy in place (United States: Congress: House Coml11illee 
on Energy and Commerce, 1986). In March 1987, the United States Public Health Service 
published ml lnfonnation/Education Plan to prevent and control AIDS in the United States 
(Kolbe et aI., 1988). This focuses on four target populations, one of which is the school and 
college-aged population. The United States Centers for Disease Control (CDC) tilen 
launched a national programme of financial, organisational and technical assistance 10 
promote AIDS education. 
About $11 million was provided for this programme in fiscal year (FY) 1987, and 
almost $30 million was provided in FY 1988. The programme comprises and 
integrates five broad strategies, including (I) national organi7.1tion activities (2) state 
mId local education agency programmes (3) demonstration and training centers (4) 
dissemination of AIDS education materials and (5) research. (Kolbe et aI., 1988, p 11.) 
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The intention was that the CDC guidelines (in Gillies, 1988; and in Kolbe ct aI., 1988) for 
school-based AIDS education would encourage school authorities to plan health education 
interventions which would help to halt the spread of AIDS. McCormick (1987) stated that 
the majority of school systems in the USA eitllCr had not started or had inadequately 
implemented AIDS education. This was echoed by Masters et ai. (1988), and later by 
Raymond (1990). However in 1988, teaching about AIDS in the public schools of twenty-
eight states and the District of Columbia became mandatory ("28 States in USA. .. ", 1989; 
Liontos, 1989). In twelve of these states it is included in comprehensive health programmes, 
seven require it as part of their human sexuality/family life programmes, one adds it to the 
SID unit in the curriculum, and seven have no definite slot for AIDS instruction. Most of 
these states require this Obligatory AIDS education to begin as early as the kindergarten level 
("28 States in USA ... ", 1989). However, Ule adoption of any intervention of this nature is 
ultimately dependent on the individual communities and the schools they support. In their 
survey, Howland et ai. (1988) found most early-adopter communities in Massachusetts had 
active and concerned individuals in positions of influence who used their authority to 
encourage the implementation of AIDS education in the schools. Other researchers have 
found retarding influences, particularly from religious orgrulisations and individuals, 
because of specific aspects of AIDS euucation, such as the teaching of safer sex practices 
ratller thrul abstinence only, which is regarded as being contrary to church docU'ine and 
tllerefore morally wrong (FrankJin ruld Dumanoski, in Raymond, 1990). 
Howe (1990) maintains that the problems raised by AIDS education in the USA are not new 
but arc the fWldrunental urlfesolved moral 'Uld political issues which constrain any curricu-
lum, namely, who has the right to detennine what ruld how we shall teach our children. 
Fineberg considers that the "basic fears and inhibitions that AIDS evokes arc caused by its 
association with taboo subjects such as sex, blood, drugs and deatll" (Fineberg, 1988, p 106). 
Fortunately, AIDS education in tile USA does not appear to have become bogged down in 
these issues ruld there has been a "proliferation of educational materials" (Gillies, 1988, p 
124). These include school biology textbooks such as tile BSCS Green Vcrsion (1987), 
teaching programmes (Bock and Hoch, 1988; Sroka, 1988), and software, some of which has 
been evaluated (see Appendix 2 p 89). This software cOllSists mainly or tutorials and 
questions on AIDS. There are also packages which give students practice in practical 
decision-making on personal sexual behaviour. 
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New teaching approaches have also been tried. High school pupils have been trained so that 
they arc ahle to provide their peers with accurate intormation on AIDS whilst also teaching 
them such skills as decision-making and how to cope with peer pressure. TIlis strategy has 
met with an initial positive response from teachers and parents as well as tile adolescents 
themselves (Gillies, 1 Y8H; Liontos, 1989). 'The Wedge AIDS Education Project' of San 
FnUlcisco (in Gillies, 1988, p 123) mnongst otiler things, promotes 'face-to-face interaction' 
between an AIDS sufferer mid teenagers at school to fostcr compassion and underst,mding 
for those with the disease. A national infonnation campaign using TV, billboard posters and 
pamphlets has targeted adolescents and their parents in an effort to encourage them to learn 
together about AIDS in order to promote preventive behaviours (Gillies, 1988). 
Some research into, and evaluation of current programmes is being done (Howland et aI., 
1988; Miller and Downer, 1988) but Gillies (1988) maintains that this is not keeping pace 
with the prolific interventions, many of which are produced in response to the need (0 get 
something going quickly. Raymond (1990) states that funding for AIDS interventions and 
research is inadequate. Fineberg (1988) points out that expenditures on AIDS grew from $60 
million in 1984to $900 million in 1988. However only $30 million of this was earmarked for 
AIDS education in 1988 (Kolbe et aI., 1988). 
Nevertheless,there is both commitment and action in the Federal and local organisations for 
preventing the spread of AIDS amongst the school-going populations in the USA. 
2.2 Great Britain 
In early 1986, a saturation campaign of AIDS information and safer sex practices was 
launched using media advertising as well as posters in railway stations and pamphlets 
delivered to homes . This campaign was found to increase knowledge of AIDS among tile 
general publiC, but the sexual behaviour of heterosexuals was little cbanged (Wayling, 
1988). It was also meant to provide a framework for longer term interventions by schools and 
other health and education institutions. 
Dr. E.H. du Plessis, M.O.H. of Port Elizabeth (Holden, 1990) reports frolll n firsthand 
examination of the structures promoting AIDS awareness, lhat Britain has a well-structured 
health education system which begins at pre-school level and provides information and 
guidance to the children throughout their schooling. 70%-80% of British teachers have had 
training in the teaching of the programme. 
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In the Times Education Supplement (Surkes, 1986) it was reported Illat Welsh schoolchildren 
would be given lessons on AIDS. the target group being Fifth and Sixth Formers - 17 to I R 
year olds. In agreement with the principle Illat the community should be kept informed of 
school-based AIDS programmes (Sroka, 1988), parents would have the lessons taught to 
them in the evening. However, considering that the health education system is in place from 
pre-school level, to defer instruction 011 AIDS until pupils arc 17 to 18 years old at best 
suggests timidity, at worst a lack of real appreciation by the educational authorities of the 
urgent need to provide this information early and repeatedly (Scholz, in Liontos, 1989). In 
two recent surveys of 14 to 16 year old subjccts in London (White et aI., 1988) and Wcst 
Dorset (Beckers and Dlugolecka, 1987), it was found that few had had fonnal tcaching 011 
AIDS (Beckers and Dlugolecka, 1987) and few gave school as thcir major source of 
information (White et aI., 1988). 
If teachers are to operate successfully, even if it is only at the level of infonnailon giving, 
constant updating of medical facts about AIDS, the continuing research to find a cure and the 
prevalence of AIDS should be made readily available to them. The School Science Review (a 
journal widely read by teachers of biology and science, who it is reasonable to assume should 
form a source of scientific/medical information for their students) has carried only one articlc 
on this topic between 1985 ,md 1990. This article by Pinching (1987) was. in the first 
instancc, wrillen for thc bcnefit of magistrates, not educators. The efficicncy of information 
dissemination to teachcrs in Great Britain is perhaps opcn to question. 
Gillies (1988), in comparing some aspccts of AIDS educalion in Great Britain willI those in 
the USA, pointed out that the British educational system did not have Ute belle fit of 
guidelines similar to those drawil up by the CDC in the USA. So the situation in Great Britain 
would seem to be that the intention is to provide AIDS education for tbe school-going 
population, but that, as Gillies (1988) suggests, implementation is left as the responsibility 
of individual school authorities and perhaps they do not always intervene wiUlthe vigour that 
the situation warrants. 
2.3 Europe 
Wayling (1988) presents an overview of the AIDS education of several European countries 
in Hygic. However, most of the programmes were for the population at large, and therefore 
arc not reported on here. The school programmes in Denmark, a Scandinavian country 
"where social tolerance is the norm" (Wayling, 1988, pI8), were seen to be somewhat 
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different; and both Wayling (1988) and de Neergard (1988) have described them. Dmlish 
school progrmnmcs on AIDS focus on developing positive and tolerant aHitudes in young 
people. Teachers arc trained and encouraged to explain the problems associated witlI AIDS, 
and the types of behaviour that offer some protection, frankly and explicitly. Dc Ncergard 
(1988) stresses that relaxed and open COnlact between counselling teacher and students is 
seen as being conducive to learning about AIDS. Teachers arc urged to usc humour to help 
to create this favourable atmosphere. 
A wide variety of teaching aids and methods is used. These include inviting HIV -positives 
to speak to the pupils. Parents arc also involved in deciding UIC school' s programme. Several 
opinion polls have shown that tlIis explicit teaching on AIDS, lightened with humour, is 
acceptable to tlIe majority of Ule community (de Neergard, 1988). 
Other European commies such as Portugal and Russia have incorporated AIDS education 
into existing sex/heaHh education programmes (Wayling, 1988). However, in AIDS Health 
Promotion Exchange (I 990), doubt is cast on the adequacy and efficiency of the progrmnme 
in Russia. Polish education authorities admit to their programmes being inadequate mid their 
teachers being poorly informed (Wayling, 1988). 
2.4 Israel 
AIDS education is included in all teacher-training courses and fonns part of the school 
curriculum (Dr and Mrs B. Hofshi, 1990, pers. comm.). AHempts to follow up the situation 
on AIDS education in Israeli schools were not successful. 
2,5 Africa 
In some African countries, e.g. Zambia, schools are beginning to assume an important role 
in disseminating information on AIDS. 
2.5,1 Zambia 
"In October 1987, the president of Zmnbia annOlUlced Ulat his son had died of AIDS" 
(Fineberg, 1988, p 112). By 1988, 190 000 booklets on AIDS had been sent to secondary 
schools mid lOa 000 lea nets to primary schools. nlC information on AIDS was suited to each 
age group. Forchildren in Grades 5 to 7 (11 to 14 year olds) an effort was made to make thelll 
feel comfortable with the topic by using a folk talc character to introduce it (Baker, 1988). An 
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interesting development in 1987 was the starting of an Anti-AIDS club in one school at the 
initiative of a student. The intention was to create a supportive but relaxed aUnosphere for 
those students who have opted for chastity. as well as to take information on AIDS to others 
by means of plays and songs. By 1988. twelve other clubs were being started (Baker. 1988). 
However. the researcher was unable to obtain any description of an ongoing national policy 
for schools from any source. 
2.5.2 Zimbabwe 
AIDS was first diagnosed in Zimbabwe in 1983 and by March in 1990. 2375 cases of AIDS 
had been confirmed. so the exponential growUI of the disease in this immediate northern 
neighbour is considerably faster than in the RSA. Recently. the President of Zimbabwe 
launched a nation-wide AIDS awareness weck (Report on Zimbabwean ... , 1990. November 
26) but no mention was made of the role that schools would play. The Family AIDS Caring 
Trust (FACT) has developed AIDS education materials such as a question-and-answer 
booklet, and flash cards to be used at primary and high school levels (in AIDS Promotion 
Exchange. 1990). Greathead (1990) reported Illat a study amongst rural and urban pupi ls in 
Zimbabwe has shown IlIat if condom usage was introduced as being responsible behaviour 
and if students were allowed to familiarise themselves with condoms by handling them in 
class . the message had greater effecl. However, despite letters and phone calls to a 
community health worker, the researcher was unable to obtain up-tO-date information on allY 
Zimbabwean programmes for schools . 
2.6 Conclusion 
The USA has arguably the most to offer the RSA by way of general guidelines. progrrullmes 
and material on school-based AIDS education. However. an awareness needs to be 
maintained that any programmes that are implemented will need to be adapted ruld evaluated 
to ensure that the message is being understood ruld that U,e needs of particular local 
communities are being met (Konotey-Ahulu, 1989). 
3. AlDS Education in the RSA and the Self-governing and Independent St:lles. 
Seventeen education departments and seven regional offices of the Department of Education and 
Training (DET) were sent a letter. under cover of a bOlla fide from Prof. R. Tunmer. Dean of the 
Faculty of Education, Rhodes University. (See Appendix 3 p 90 for a complete list of 
Departments, and Appendix 4 p 91 for a copy of the leiter sen I.) The following information was 
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requested: 
• a statement of the Department's policy on AIDS educa tjon; 
• 
• 
• 
• 
a copy of any teaching programme(s) all AIDS that the Department might have drawn up; 
a list of schools in which a teaching programme on AIDS had been implemented; 
a brief evaluation of the effectiveness of Ole AIDS education implemented; 
any further information on AIDS education that the respondent might deem relevant. 
It was also rcquested that if IlO policy or tcaching prograllllllc had bccn dcveloped, Ihis should he 
slated. 
The first posting was not registered. The final follow-up letters were registered. Replies were 
rcccived from all the Departments. Only two Regional Offices of the DET, which is rcsponsible 
for black education in Ole RSA, did not reply. 
3.1 Summary of Respollses from the Various Education Departments 
All the information supplied here has been extracted from leiters and documents sent by the 
respondents for each Department in reply to the researcher's leiter. 
3.1.1 Department of Education and Training: Black Education 
A reply was received from Head Office, Pretoria, but, to datc, the information 
requested has not been supplied. OrOle five responses received from Regional Offices, 
three indicated that no formal policy for AIDS education had been drawn up but Olat 
il was a malter of concern in the Deparunent. 
3.1.2 House of Assembly: White Education 
A. Cape Province 
Policy: No details a\' an ongoing policy were given, but the need for AIDS education 
has been recogniscd. 
Teaching programme: 
* It was stated that this 'sensitive' problem is addressed under OlC departmcntal 
guidance programme in the section on STDs. 
• In May 1990, a quarter of a million circular leiters, together with an AIDS information 
brochure compiled by the Department of National HealUl and Population Develop-
ment, were sent to parents of all pupils at all high schools in the Cape Province, asking 
them to decide what to tell their children. 
15 
Schools involved: All senior schools under the Department in the Cape Province. 
Evalmltion of the progrnmme: None was mentioned. 
B. Orange Free State 
Policy: The Executive Director of Education has given permission "for lectures on 
AIDS to be included in the Youth Preparedness Programme . .. by a body o[ teachers 
specially selected and trained (in-service-training) [or this purpose." 
Teaching Programme: TIlese arc some o[ Ule activities sugges ted by the department. 
Using information supplied by the Department of Health, medical facts on AIDS and 
its transmission should be taugh!. The incidence o[ HlV infection and AIDS in the 
world and in the RSA, and future trends and projections are also to be given. The 
implications o[the disease (socio-political. demographic and economic) as well as the 
loss o[ workers and increased incidence o[ T8 should he considered. The social and 
moral implication o[ AIDS should be oullined with the message being given that, in 
brief, the only safe sexual relationship is monogamy in marriage; promiscuity is risky, 
and condoms give some protection for Ulose who arc sexually active. 
All schools have been sent an AIDS lecture compiled by Dr I.S. Pretorius hased on Ule 
facts given above and including more detail o[ high risk behaviour e.g. e[[ects of drugs 
and alcohol in reducing self-control, and warning against cilild abuse by adulls. Pupils 
are to be advised that condom usage is not [ail-safe. The Biblical norm should be 
offered as a basis for human behaviour. All Secondary schools should have a teacher 
trained in AIDS education (Dr I.S. Pretorius, 1990, pers. comm.). 
Schools involved: Involvement is voluntary hut all schools receive information for 
pupils from Std 3 to Std 10. 
Evaluation of the programme: No long term evaluation has heen done. but a 
possible indirect bene[it is that [ewer teenage pregnancies have been reported. 
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C. Transvaal 
Policy: The Transvaal Adminislration sees its task in AIDS education as an issue to be 
tackled at tllree levels, and to this end they have organised as follows: 
• A Deputy Superintendent of Education, in each of eight regions, is responsible ror 
the Family Guidance programme which includes sm informal ion for Sid 5 upwards. 
* Schools have a Family Guidance programme in operalion. 
* There is individual counselling of pupils by lulors or guidance teacbers. 
Teaching programme: This is illl inlegral part of Family Guid,mce. The contenl is as 
follows: 
* Gr. l--Std 5: The youngesl pupils are simply 10 be reassured that AIDS is nol tlleir 
problem while tile Std 3- 5 pupils should have their queries answered factually. All 
children are 10 be guided towards posilive and nonn-orienled allitudes. 
* Junior and Senior Secondary: TIlis programme also orrers Ihe medical rae Is or AIDS 
induding the erfecl or HIV virus on tllC body, illld how the disease is transJllilied . 
Misconceplions e.g. how AIDS is not transmilled, and 11131 donaling hlood is 
absolutely sare, should he dealt with. Pupils should be inrormed Ihal condom usage 
docs not guarillllee safety, alld their usage should 1101 be recommended by leachers . 
Normative aspects are also dealt wilh and include cultivalioll or lirestyles based all 
high moral standards, chaslity before marriage, illld ridclily in marriage providing Ihe 
ideal sexual relalionship. Masculinily/remininity and sexualily should be shown 10 be 
good and nonnal. EXlra-marilal sexual relations, adultery, homosexualily, proslilu-
tiOIl, and rape arc 10 be defined and discussed willI biblical support ror Iheir 
Ulldesirabilily. TIle right to personal space, the concepl of forgiveness or sins and nol 
judging others (iolerilllce lowards AIDS sufrerers) are to be presenled. Finally, the 
need to choose Ihe righl friends should also be emphasised. Each school should have 
a male and female teacher lrained in AIDS educalion. It was recommended tllal sexes 
should be inslrucled separalely on AIDS. 
Schools involved: All schools under the Department in tllC Trallsvaal. 
Evaluation of the programme: None has been done. 
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D. Natal 
Policy: Education on AIDS is part of the SID information included in the ongoing and 
comprehensive Guidance and Family Life education programme. 
Teaching programme: All the medical facts of the disease. including transmission, 
should be taugh!. The economic and political implications of AIDS as well as moral 
and ethical issues should be discussed. Schools arc encouraged to adopt cmss-
curricular approaches which suit their needs and views and those of tilC parent 
community. The department has supplied schools with information on AIDS in Ole 
form of pamphlets and up-to-date articles . The work of Dr J. Tomaszewski (1989) of 
the Durban City Health Department, which includes guidelines for a programme of 
sex education for young people, is strongly recommended. 
Schools involved: No list was supplied. 
Evaluation of the programme: This is not conducted formally. 
3.1.3 Administration: House of Delegates: Indian Education 
Policy: The Department has approved in principle the extension of Sexuality and 
AIDS education. The urgency for intervention has been perceived and to this end two 
strategies arc in place. 
* Short term: Selected school counsellors, guidance teachers and school psychologists 
are to be trained by the Durban City Health Department: AIDS Training and 
Information Centre, so that AIDS education can be phased into Guidance classes. An 
AIDS awareness campaign for teachers , pupils and parents was planned by the 
Department using brochures and posters. 
* Long term: AIDS education should form an integrat part of Sexuality and Fami ty Life 
education. The Department has set up a commi llee of representatives of various 
suhjeet disciplines and sec tions to investigate how it can he integrated illto other 
school suhjects. 
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Teaching Programme: Currently, the department arranges for medical 'Uld nursing 
personnel to address senior pupils on sex cducation topics . For some topics, Ille sexes 
are taught separately. In Durban and surrounding areas, health education is provided 
by Durb,Ul City Health Services. Nurses ofthe Department of Health and Welfare visit 
schools in outlying areas. 
Schools involved: No list was supplied. 
Evaluation of the programme: This has not been carried out. 
3.1.4 Administration: House of Representatives: Coloured Educ:ltion 
Policy: Education Circular 28 April 1988 which was sent out by the Directorate stated 
the following: 
* The threat of AIDS was clearly acknowledged, and the Department saw it as its duty 
to make certain information available to all principals of secondary schools and 
primary schools wilh a SId 6, the purpose being to draw attention to the danger 
attendant on casual and extra-Illarital sexual relationships for the school-going you th. 
* Principals were requested 10 assign a responsible teacher to "handling this delicate 
matter" in one or two periods, possibly guidance periods. Principals were requested to 
give this matter urgent attention. 
Teaching Programme: TIle information supplied to schools included medical facts 
on AIDS and its transmission, as well as ils possible origin and incidence. The 
essential message was the need for prevention. 
Pupils arc to be advised against promiscuity mId to practise safe sex by using a 
condom. 
A lesson scheme for pupils of 13 years old and over was supplied, the objective being 
to inform the pupils and make them aware of the dangers of AIDS. Pupil participation 
by way or discussion and assignments was to be encouraged. Teaching aids such as 
posters , slides and take-home hrochures were orfered to the schools. 
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Schools involved: All secondary schools and primary schools WiUI a standard 6, 
i.e. all pupils from standard 6 upwards. 
Evaluation of the progrmllnlc: None has oeen donc. 
Additional Information: The Department of Health and Population Development 
had organised a seminar on AIDS prevention in schools for officials of UlC Department 
on 01 . 12.89, and a sympos ium on AIDS prevention for guidance leachers on IO.OY.YO. 
3.1.5 Self-Governing and Independent States 
In Ciskei, Lebowa and Qwaqwa, no programme of AIDS education has becn 
introduced in the schools. 
In KwaNdebele, KwaZulu and Gazankulu, AIDS is of grave concern to UlC 
community and the Ed ucation Department liaises wilh Ule Department of Health but, 
as yet, no teaching programme has bcen drawn up. 
In Kangwane and Venda, school education on AIDS is managed by the Department 
of Health. The Kangwane Education Department is introducing a course on sexuality 
education in 1991 and this contains information on AIDS. 
In Transkei the moving force appears to be Dr G. Solleder, Secretary General of 
Health, who has constituted an Advisory Commillee on AIDS and STDs, and this has 
an Education representative. 
On 9.8.90 an AIDS Seminar was held in Queenstown to enlighten everyone concern-
ing a code of living that removes the risk of spreading Ule HfV virus. From Ulis 
meeting a suggested Departmental policy was drawn up which advocated close liaison 
between the schools, the Department of Education and the Department of Health. 
However, Transkei has no stated education policy or ongoing teaching programme. 
AIDS education tends to be regarded as a health lIIal1er. A list of schools visited by 
nurses from the Department of Health was supplied. 
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In Bophuthatswana, whilst there is no institutionalised teaching on AIDS, health 
rcams visit schools on a regular basis to conduct health education on a variety of topics 
of which AIDS is one. A member of the Education Department is a member of Ule 
National Advisory Council on AIDS. 
The Department of Health and Social Welfare has conducted a general survey OIl 
AIDS knowledge and altitudes in Bophuthatswana, while the Department of Psychol-
ogy at the University of Bophutllatswana is conducting the same survey in schools. 
The results are being processed. 
Summary 
Overall, in the self-governing states AIDS intervention appears to be being handled by 
the Department of Health and not the Department of Education. Some schools arc 
Obviously being visited by nurses or medical teams, but the approach is piecemeal. 
There arc conccrned and active individuals who are trying to involve and inform 
school personnel on AlDS. 
3.2 Discussion 
3.2.1 The need for AIDS education is generally recognised by the white, coloured and 
Indian education authorities. In black education, which is currently in crisis, thcre is no 
policy in place to deal with this issue. The replies fTOm three regional offices indicated 
the presence of concerned individuals wit/lin the DET. This is something which is 
perceived as an important, possibly essential, prerequiSite for the initial adoption of an 
AIDS education prognunme by Howland et al. (1988), and from the experience of Dr 
K.M. Baker in Zambia (1988). 
In the self-governing states, the situation appears to be similar to that in the DET: 
AIDS is treated as a health matter rather Ulan an educational one. The research being 
done in Bophuthatswana could provide an impetus for educationists to draw up 
prognunmes which could be evaluated against these base-line lindings. 
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3.2.2 The Department of HealUl has arguably as important a role to play in educating school 
children on AIDS as has the Education Department. In a survey conducted by Hingson 
et al. (1990) in Massachusetts USA, it was found that adolescents were more likely to 
mOdify their behaviour in order to be less at risk if tilCY had consulted their doctors on 
AIDS than if they had not. Black and Indian pupils appear to be getting most of their 
AIDS education from nurses. Mathews et al. (1990) found that more black pupils 
chose a nurse as the person they perceived as best to teach them about A IDS. Perhaps 
someone who is medically trained and not involved in the day to day diSCipline of the 
pupils is seen as being betler informed and less prescriptive when it comes to 
discussing the sexual behaviour necessary to prevent AIDS. 
3.2.3 Unlike Europe and America, tile educational interventions to prevent tile spread of 
HIV in South Africa are not derived from the central policy of the WHO and IUHE 
(1988). Instead AIDS education has developed as an "own affairs" matter due to the 
fragmentation of South Africa's education system. This has resulted in some excellent 
programmes being used by relatively small sections of the population, and replication 
of effort by several departments . It would seelll that a central planning and advisory 
committee similar to tile CDC in tile USA should be established by means of a close 
liaison between the Department of National HealUl and Population Development and 
the Department of Education, to draw up a central policy to combat the spread of 
AIDS. 
3.2.4 Research is needed to evaluate teaching programmes currently in use in South Africa. 
Programmes that have been tried and tested in other countries should be obtained and 
tried here. This will "reduce the time and cost in designing programmes from scratch" 
(Greathead, 1990, piS). Baker (\988), from her involvement in tiIC Zambian projcct, 
concludes that much of UlC material used in Western countries is not suitable for 
African children. 
Pupil-centred research is needed to develop materials and programmes suited to tile 
age of the children and in hannony with Uleir cultural traditions and values, yet still 
effective in enabling tilC children to protect tilcmselves against the infection. 
3.2.5 No mention was made of liaison with the workplace. Excellent courses to inform on 
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AIDS and to help people to understand what constitutes safe behaviour and how to 
work alongside of HlV-positives have already been put into practice by at least one 
large firm in the RSA (SABC Broadcast at 7.40 am on 90.1 I .16 "AIDS - will your 
business survive?"). These programmes include having an AIDS sufferer speak to 
employees and management to make the presence of AIDS in Ihis counlry a grealer 
realily and to foster compassion and tolerance. TIlis stralegy has been lIsed with 
school-going teenagers in the USA (Gillies, 1988), and in Denmark (de Neergard, 
1988). 
3.2.6 None of the replies from education departments made mention of an on-going training 
system for teachers. Great Britain, Denmark, Israel and the USA could teach us here. 
McCormick and Keogh (in Liontos, 1989) reconunend that all staffbe trained, not just 
those likely to be involved in formal instruction on AIDS. Both in-service and teacher-
training programmes are needed. 
3.2.7 Of immense significance for the RSA is the importance that many ofthe countries and 
states surveyed attach to making AIDS education a community mailer (McCormick, 
1987; Sroka, 1988; Lionlos, 1989). TIlC idea of teaching parents in the evening Ole 
same lessons as their children had in the day is a sound one (Surkes, 1986). Parent 
teacher associations and various civic and church associations should be involved in 
AIDS education. Sending parents information and asking them 10 pass it on 10 their 
children, as was done by Olc Cape Education Department, is a good idea, but it needs 
to be supporled by training parents to deal with the lopic (Gillies, 1990). 
3.2.8 The most important message that comes through is that there is an urgent need for 
ongoing and effective interventions to be put into action throughout South Africa. The 
pallen! of Ole South African AIDS epidemic is following that of the USA UlOugh it is 
generally accepted that it is some way behind (Cross, 1990). In Ule USA, "by June 
1988, there had been 65 000 cases of AIDS of which 36 000 individuals had died" 
(Farthing et ai., 1988, p7). The incidence of HIV iufection in the USA is considerably 
higher. By 1992, the WHO projeclion is 425 000 AIDS cases in the USA. In South 
Mrica, heterosexual transmission is increasing, particularly among the Blacks and 
young adults. (Sec Appendix I pp 86---88). 20% of AIDS cases in the RSA as of 
08.08.90 were in the 20-29 year group, suggesting possible infection while still 
teenagers. 
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Achieving behaviour change is complex and difficull (Mal hews el aI., 1990). II 
would seem sensible lo begin AIDS education [or children before behaviour 
pallerns arc sel (Pinching, 1988) in order lo eSlablish appropriale behaviours, and 
lhen lo conlinue lo offer supporl lhroughoul the child's schooling, suilable [or 
each developmenlal level (Hoeh and Boek, 1988; Sroka, 1988; Schurink and 
Schurink, 1990). The need [or early and ongoing inlervention has been recogni-
sed by several Education Departmenls. The cross-{;urricular approaches sug-
gesled by both the Natal and the Indian Educalion Deparlmenls would enable lhe 
pupils lo gel a wider perspeclive o[ the e[fecl o[ AIDS on tileir lives. 
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CHAPTER 3: RESEARCH PROCEDURES 
1. Introduction 
" ... the practice of education is better helped by ... analysis of what children and students find most 
meaningful and engaging." (Egan, 1982, p 163.) 
The identification of pupils' current knowledge and conceptions of AIDS and their feelings about 
this disease is particularly important when educational intervention has been identified as the 
most important means of halting Ule spread of this incurable and ultimately [atal disease (Chin 
and MaIm, 1990; Mathews et aI., 1990). These areas were surveyed in the standards 5,7 and 9 
pupils at [our private schools in Grahamstown. Several issues pertinent 10 an AIDS educalion 
programme [or these pupils were also investigated. The following research melhods were used: 
* 
* 
* 
A pilot study - to determine adolescent perceptions of AIDS. 
Two self-complelion queslionnaires for pupils -Ihe main survey. 
A scIf-<:ompletion queslionnaire for leachers involved in adminislering or organizing health 
education programmes which include teaching aboul AIDS. 
2. Pilot Study 
In 1989, this investigation was carried oul during class time. 11le inlention was to find oul whal 
sort of questions adolescents were asking about AIDS. This informalion could Ulen be used by Ihe 
researcher as a basis for drawing up the questions for a queslionnaire which could be used 10 
survey a larger and more disparale sample. 
Tbe subjects were a slandard 8 class o[ six girls and twelve boys [rom two co-instructional senior 
schools. TIlCY were asked to divide themselves inlO four groups of four or five. Each group was 
provided with newsprint as a scratch pad, and four or five differenlly coloured Ihick felt lip pens. 
They were given five minutes of free discussion, at Ihe end of which time they had to have written 
on the newsprinl the four questions which asked whal UlCY mOSI wan led or needed 10 know about 
AIDS. 
Pooling of the questions showed a high degree of concurrence. 
The four questions were: 
* 
* 
* 
* 
What is AIDS? (medical facts). 
How do you get AIDS? (methods of transmission). 
How do you not get AIDS? (separation of facts and misconceptions). 
How do you protect yourself against AIDS? (safe or low risk behaviour). 
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One group, composed entirely of girls, had formulated questions one and four but had c-Qmbined 
questions two and Otree into a single question and then asked 
* How do you behave towards AIDS sufferers? (alii tudes). 
The class was then shown two videos. TIICse were "The Promiscuous Parasite, part I" (BBC 
production) and "AIDS - only a world-wide effort will stop it" (WHO production). 
Using information from these videos and from informal discussions with the researcher, each 
group gave a poster presentation using not more lhan six sentences to answer the four questions 
they had posed. No pre- and post-test was carried out, as the intelllion was not to discover if this 
was an c1Tective method of increasing knowledge and understanding of AIDS. but to give the 
researcher an oppor!unity to discuss this topic wilh adolescel1!s in order to get Ole infonnation 
required to draw up appropriate and sufficienUy comprehensive questionnaires which could be 
used in the larger survey. 
3. Sampling 
In terms of sampling, these were !lIe issues tilat needed to be cons.idered: 
3.1 Srunpling melhod - that this was both purposive and convenient and provided a suitable 
number of subjects. 
3.2 Subjects - the composition of the sample in terms of the subjects' sex. race and language 
competency. 
3.3 Schools - features of the schools, some of which were atypical of most South Afric,uI 
schools. 
3.1 Sampling method 
TIlC subjects were chosen purposively (Cohen ruld Manion, 1985) in that they fulfilled 
various developmental criteria as discussed in Chapter I. Standard 5 pupils arc at !lIe stage 
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in a child 's life when they are about to enter high school. Some are still in childhood while 
others, particularly UIC girls, have entered puberty. Standard 7 and 9 pupils have all reached 
various stages of sexual and social maturity, but all are adolescents. 
The sampling method was also a malter of convenience (Cohen and Manion, 1985). The 
pupils at the private schools were easily accessible to the researcher. They provided a captive 
group as the questionnaire could be administered during class time, and hence Ule problem 
of a low return was avoided. 
Because the sampling method was not random, and therefore cannot be said to be 
representative of the school-going community as a whole, no a!tempt was made to make 
generalisations from Ule results obtained from the survey. 
The size of the samples for Ule different standards was large enough to allow comparative 
statistical analysis, but nol so large that any of Ule standards 5, 7 or 9 pupils had to be 
excluded to make the numbers manageable. In standard 5 there were 76 respondents; in 
standard 7 there were 167 respondents, and in standard 9 there were 188 respondents. 
3.2 SUbjects 
3.2. I Sex. In st.mdard 5 there were 37 males and 39 females. In standard 7 Ihere were 95 
males and 72 females. In standard 9 there were 119 males and 69 females. 
3.2.2 Race. As the schools arc non-racial, in Ule standard 5 group there were 58 while pupils, 
15 black pupils and 3 pupils belonging to other race groups. In the standards 7 and 9 
group there were 270 white pupils, 60 black pupi ls and 13 pupils helonging to olher 
race groups. These subjects enabled the researcher to detennine possible dilTerences in 
the responses according to race. To simplify the analysis , it was decided to disregard 
the small number of pupils belonging 10 oUlCr races and to focus on a comparison of 
the responses of black and white pupils. TIlis could provide some insigh t inlo any 
existing cultural differences which should be catered for in an AIDS educalion 
programme for these children. 
3.2.3 Language. All the respondents received tuilion through the mediwn of English and 
were familiar WiUl its usage in daily parlance. Thus, despite the fact Ulat 84 out of a 
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total of 439 respondents [or both groups indicated a home language other tIlan English, 
lan/,'llage should not have inlluenced Ule results. 
3.3 Schools 
The sample was taken from [our private schools: 
• A co-educational school with a junior mal senior section. 
• An all girls' school with a junior and senior section. 
* A junior boys' school. 
* A senior boys' school. 
Within the single sex schools, the boys and girls are educated separately up to standard 7. 
Thereafter, aU lessons are received together and the schools are termed co-instructional. 
Since these are all private fee-paying schools, most of the children come from well-to-do, 
middle class homes. An analysis of parents ' occupations showed fathers were mainly in 
business, or professionals or farmers. TIle moUlCrs were mainly housewives or in business, 
or professionals. Fewer than I % gave the father as being unemployed or retired. 
Since there is a high proportion of boarders in the sample (75,9%), mlU1Y respondents spend 
long periods during which they interact with peers only. and not the family. The inlluence of 
peer behaviour mId attitudes. Ulerefore. may be higher than normal. Also. the adults with 
whom they interact during term time arc mainly their teachers and hostel supervisors. and flot 
their parents. 
4. Using the Questionnaire as a Research Tool. 
This will be discussed in Ule following sequence: 
4.1 TI1C nature of the inquiry. 
4.2 The need to maintain the anonymity of the respondents. 
4.3 Checks of validity. 
4.3.1 Convergent validity - finding out what AIDS education is on offer in thc schools. 
4.3.2 Time triangulation - using standards 5, 7 and 9. 
4.4 Using the results from the questionnaire for comparisons. 
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4.1 The Nature of the Inquiry 
The Iype of research done was ex post facto. The independent variables of the home and 
cultural backgrounds of the pupils, the type of education provided by the schools and any 
AIDS education prognulllne in particular, the information supplied by the mass media, and 
!1le children's parents and peers have all made their input on the subjects in the sample. The 
varying stages of sexual maturity, and the establishment in !1leir sex roles of the subjects 
(Freud; Erikson, in Biehler, 1981), as well as tbeircognitive development (Piaget, in Bichler, 
1981), should all have had an effect on Ule subjects' perceptions of the immediacy arId 
magnitude of AIDS as a personal !1lreal. 
What was to be investigated was tbe accuracy and extent of knowledge of AIDS that the 
pupils had acquired. The possible fears , as well as the prejudices or the tolerant attitudes that 
the subjects might have developed towards tbe disease and the peOlJle stricken with it, were 
also a subject of inquiry . A survey using questionnaires offered the best way to collect data 
from which hypotheses might be generated. These hypotheses could form tlle hasis for 
further pupikentred research on AIDS education (Cohen and Manion , 1985). 
4.2 The Need to Maintain the Anonymity of the Respondent~ 
The use of a questionnaire to obtain data, rather !1lan a structured interview, ensured that !1IC 
respondents were able to remain anonymous. With this research there was a particular need 
for !1le respondents to know that their anonymity would be maintained. not simply because 
of the nature of the topic, but also because of the position o[ the researcher as a biolo!,'Y 
teacher at both !1le senior boys' and the senior girls' schools. It was appreciated !1wt as Ule 
researcher was well known to a fairly large proportion of the standard 7 and standard 9 
pupils, some of the pupils could bave responded in a way more to provide the answers that 
they [cit might be expected of lllem raUler than to state their honest [eelings, opinions or 
preferences. This would. affect the validity of the results. 
To find out if l11e fact that Ule respondents were completely anonymous had been sufficient 
to counter this possibility, the responses from the schools where the researcher was well 
known were statistically compared to the responses [rom the co-educational school where 
she was not well known. Of particular significance were the responses to the open-ended 
questions which probed the altitudes and feelings of the respondents. Statistical comparison 
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according to schools showed no significant difference in these responses. In the questions 
which asked for the details of the AIDS education the pupils would like to receive, no 
difference was shown, except that all the pupils (100%) at the schools where the researcher 
was based indicated that how to avoid getting AIDS should be included in the course 
com pared to 95% of pupils from the co-educational school. In the responses to the 
knowledge questions, respondents from the schools where the researcher was based chose 
the don't know (unccrtain) option significantly more frequently than the respondents from 
the other school. This choice docs not seem to indicate an attempt either to please or to 
obstruct the researcher. It could be that, for some reason, Ule instruction given by the 
supervising teacher to use this option rather than to guess, was taken more seriously by these 
respondents. Thus, maintaining anonymity appeared to be successful in avoiding bias due to 
Ule researcher's position in two of the schools. 
4.3 Checks of validity 
4.3. I Convergent validity 
A weakness of a questionnaire is that respondents Illay not take it seriously, and may 
simply attempt to answer it as quickly as possible, with little thought (Cohen and 
Manion, 1985). However, by comparing Ule reports of the teachers on the availahility, 
scope and length of existence of AIDS education in the schools with Ule results from 
the pupils' questionnaires, this should have provided a type of "convergent validity" 
(Cohen and Marlion. 1985. p302). The teachers and pupils were two groups of people 
in the same situation, each WiUl different viewpoints. If the pupils' responses in no way 
reflected the amount of information the teachers said they had been given, this might 
suggest that the pupils. as a group. had not taken the questionnaire seriOUSly. 
4.3.2 Time triangulation 
Within arl ex post facto research framework, it is not possible to manipulate the 
independent variables in order to investigate possible cause and effect relationships 
(Cohen and Manion, 1985). However, by selecting a sample with three different 
groups of pupils all at different stages in their progress through school - one group 
still at jUllior school, one in the jUllior stage of high school and one in Ule senior stage 
- a fonn of "time triangulation" was provided (Cohen and Manion. 1985, p262). If 
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indeed !he school has an ongoing AIDS education programme in operation, the higher 
the standard at which the children were in the school. the greater the amount of AIDS 
education they should have received. TIle accuracy and exlent of the pupils' knowl-
edge should reflect this progression. Their attitudes might also show differences in 
tolerance and understanding of the situation created by the AIDS epidemic, according 
to the cohort to which they belong. 
4.4 Using the results from the questionnaire in comparisons 
As stated above, the responses of the different cohor1s were compared according to standard. 
In order to determine if the different cultural values and traditions of an ethnic group could 
have made any difference to group perceptions of AIDS, !he responses of the black and white 
pupils in the sample were comparcd. It was appreciated that ethnicity might well be neither 
the sole cause, nor indeed a true cause, of any difference in UlC way two different ethnic 
groups responded to the questions. 
Another possible filter of information on AIDS could be the type of social conditioning that 
the boys and UlC girls had received as they matured into their sex roles in society (13lock 
(1973) and Fagot (1978), in Biehler, 1981). TIllis the responses of the hoys and girls in the 
sample were also compared to determine any differences in UlCir knowledge lUld attitudes. 
5. Designing the Questionnaires 
5.1 Questionnaire A for standards 7 and 9 pupils 
The complete Questionnaire A is appended. Appendix 5 on pp 92- 5. 
5.1.1 Questions 
It was assumed that standard 7 and standard 9 respondents would have a base-line 
knowledge of AIDS, i.e. it is an infectious, incurable disease. Thus, mainly closed 
item questions were used. Some open-ended responses were included to avoid 
superficiality and to give respondents the 0pp0r1unity to express their own beliefs and 
opinions. 
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The queslionnaire consisled of four seclions. Seclions 2, 3 and 4 were devised from 
informalion oblained from Ihe pilol sludy. 
Seclion I. Personal details oflhe respondents which mighl be relevanl for cross labulalion, 
and for providing a descriplion of Ihe suhjecls. 
SecHon 2. What you already know aboul AIDS. 
Section 3. Attitudes to AIDS. 
Seclion 4. Learning more about AIDS. 
Section 2: 
The knowledge queslions were asked in order 10 gel a Yes, No, or Don'l know response, AI 
Ihe end of Ihis seclion they were asked how, up lill now, Ihey had obtained informalion on 
AIDS. TIlCre were five areas of knowledge Ihal were lested, namely: 
* translalion of Ule acronym AIDS 
* identificalion of the ways in which AIDS is and is not transmilled 
* identification of dangerous body lluids 
* selection of Ihe host cells of the AIDS virus 
* identification of the overall effcct of Ule AIDS virus on Ule body. 
By beginning wilh Ihe idenlificalion of Ihe acronym AIDS, il was hoped 10 make the 
respondenls aware of what the queslionnaire was all aboul and 10 slimulale inleres!. Assuring 
Ihem Ihal spelling did not mailer was an allempllo Iry to remove Ihe research from the school 
COnlexl and 10 make Ihem feel more relaxed. 
Section 3: 
TIle altilude queslions involved asking respondents Ihe [ollowing: 
• 10 idenlify Ihree major worries aboul AIDS from five possibililies. II was considered 
asking Ihe pupils 10 selcci only one fear, but il was decided i1tal Ihis would nol provide 
enough informalion. Ranking Ihe five fears was fell 10 he an artificial exercise as several 
worries mighl be considered of equal concern to Ihe respondent. 
* to answer Iwo open-ended questions allowing an opportunily to express beliefs. opinions 
or fears. 
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* to consider an hypothetical situation and predict how they would respond to i!. They were 
given Yes/No/Not sure options. The phrase 'Not sure' was used instead of 'uncertain' as 
it is common usage. U the respondents fell IIwt the options offered 'lid not adequately 
suggest how 1I1ey would react, 1I1ey were given an opportunity to comment funher. 
As recommended by Cohen and Manion (J 985), the open-ended questions were restricted 
mainly to this middle section of the questionnaire. 
Section 4: 
The questions investigating where, when, how, from whom and what they would like to 
learn about AIDS were mainly closed items which included: 
* a place choice from four options; 
• an age choice from nine options, asking them to give the reason for their choice of age. 
• six choices from significant people in their Jives, e.g. parents, peers and teachers, 
involving two options, as well as 'both' and 'neither'; 
• four choices from two different ways in which information could be transferred to them, 
each with a 'both' and 'neither' option; 
• nine choices of topics for possible inclusion in an AIDS education course, with an 
opportunity allowed for further commen!. 
This final group of closed questions for Questionnaire A should have sustained interest, as 
amongst the possible topics were very relevant as well as some controversial topics (Cohen 
and Manion, 1985). 
At the conclusion the respondents were thanked for helping in the research. 
5. 1.2 Design of the Questionnaire A 
Throughout, the language was kept simple and IIlC questions short. Open-ended 
responses were expected to be brief; and to encourage this, only three lines were 
allowed for each response. Respondents were given clear instructions with each 
question on how it was to be answered, e.g. put one tick per line to show your answer. 
This design should make allowance for a wide spectrum of abilities and prevent 
language from innuencing results. The questionnaire was four pages long, printed on 
both sides for reasons of economy. 
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Following !he example of Beckers and Dlugolecka (1987), teachers, principals and 
selected parents were all consultcd as to Ule suitability of the questions. Unlike the 
questionnau·e devised by MaUlews et a!. (1990), no specific mention was made of 
condom usage, nor were respondents asked about !heir sexual behaviour as this was 
not seen as being relevant to the research on knowledge and attitudes of Ule pupils, nor 
was it prudent in a survey of this non-probability - and readily identifiable- sample. 
No attempt was made to distinguish between HIV seropositivity and full blown AIDS 
as did Liontos (1989). With the ages of the respondents ranging from 12 to 18 years 
and hence a wide range of cognitive abilities, Ulis might simply have caused 
unnecessary confusion, as it did in the research of O'Farrell 'Uld Will (1989). 
5.2 Questionnaire B for standard 5 pupils 
A complete copy of the questiorUlaire B is appended. (Appendix 6 pp 96--7.) 
5.2.1 Questions 
It was decided to ask most of Ule questions in open-ended form to enable the pupi ls to 
respond at their own particular level of l<Ulguage competency, and different stages of 
sexual and social maturity. It was felt Ulat these latter two factors would have 
influenced the kind of knowledge of AIDS each child wou ld have acquired. The 
questions were again based on the areas designated by the pilot study. 
The questions were divided into five sections: 
Section I. Personal details of the respondents. 
Section 2. What you already know about AIDS. 
Section 3. Who would you ask to find out about AIDS? 
Section 4. How would you like to learn about AIDS? 
Section 5. What would you like to leam about AIDS? 
Section 1. This was identical to Questionnaire A. 
Section 2. Knowledge questions. 
Q 2.1 The first knowledge question was !he identification of the acronym AIDS in 
, 
order to focus attention on the topic. 
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Q 2.2 How do you Ihink a person could gel AIDS? 
This open-ended queslion was asked 10 delermine whalmelhods of lransmission were 
known 10 Ihis group 'lIld 10 pinpoinl Ihe prevalence of any misconceplions. 
Q 2.3 Whal docs AIDS do 10 your body? 
This opcn-ended queslion was asked 10 delennine how accuralely Ihe effect and 
progress of the disease was underslood. 
Q 2.4 Is Ihere anything thai worries you aboul AIDS? 
nlis was asked to determine whel11er they had grasped any ofthe unique features of the 
disease, such as that it is incurable and Ihal il has a long hidden lalenl period, which 
could presenl particular dangers for 1l1em in Ihe fulure. Also, il was hoped 10 idenlify 
fears based on misconceplions as illese mighl provide poinlers for remedial inlerven-
lion. 
Section 3: 
The respondents were offered 'Yes' and 'No' choices of seven differenl people 10 ask 
aboul AIDS. They could scicci any number of litem. 
Section 4: 
The respondenls were offered ' Yes' and 'No' choices of four differenl groups of 
sources for oblaining AIDS informal ion . They could seleci any number of Ihese. Two 
of 111e choices involved gelling informalion by inler-personal conlact. The olher Iwo 
choices were impersonal media mel hods. 
Section 5: 
nlis was asked 10 find oul whallhis cohorl tilOught was Ihe most essenlial informalion 
on AIDS tital Ihey needed. 
The respondenls were Ihanked and encouraged al Ihe bollom of Ihe lirsl page. 
5.2.2 Design of the Questionnaire B 
The questions were again shari and simple. Open-ended responses were reslricled to 
Ihree or four lines. Queslions 3 and 4 were closed ilems with a simple inslruclion to pUI 
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one lick per line. The questionnaire was one page printed on both sides. In drawing up 
tJlis questionnaire, much useful guidance was given by a standard 5 teacher allhe girls' 
school and by an English language teacher who has a daughter in slandard 3 and a 
daughler in standard 7 at one of the schools in the survey. 
5.3 Questionnaire C for school personnel involved in AIDS education 
A copy of this questionnaire is appended. (Sec Appendix 7 pp 98- 9.) 
The respondents were asked to state Ule position they held in their school. Information was 
sough I on any healUl, family or sex eduealion programmes in tJle school a1\(l Ihe slandards 
and subjects during which it was laught. Then Ule questions focused specifically on any 
teaching on AIDS. There were 29 closed item questions on the possible scopc and content of 
the AIDS education in the schools. Teachers were asked to place magazines, newspapers, 
radio, television, books, parents, peers, and teachers in order of importance as sources from 
which pupils got their information prior to being taught by them about AIDS. TIley were 
asked what teaching methods they had found effective in AIDS education, wheUler boys and 
girls were always taught together (included especially for the senior school teachcrs), 
wheUler there was any feedback on Uleir course, and how long the AIDS education had been 
in operation. Information on any parental involvement ,mu whether parents were kcpt 
informed was also sought. Respondents were thanked. 
The questiollllaires were delivered personally, and discussed with the respondents. They 
were Ulen returned by post or collected by Ule researcher. TIley were completed after the 
pupils' questionnaires. 
6. Administering Questionnaires A & II 
Permission to run the questionnaires was sought and obtained from the Heads of the four private 
schools. TIle confidentiality of the respondents was to be maintained. Since the schools concerned 
are largely boarding establishments, and 333 of the 439 respondents arc boarders, parental 
permission was not sought. The Head of the school was deemed ill loco parentis. Each Head was 
visited by the researcher with a copy of the questionnaires, and given the opportunity to study 
them before they were administered. Of the 106 day scholars, not a single parent registered a 
protest after the questionnaire had been administered. No prior notice of its administration had 
been given. 
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The questionnaire could conveniently be administered during regular class time. The period 
chosen was the final week of (he fin;t of three terms in (he school year. This is a Iloll -cxamillalion 
term and teaching continues to the end. TIlC pupils are still in a working mode mId so should be 
less likely to treat a research questionnaire flippantly. 
No particular time limit for the completing of the questions was set down. In a trial run using 8 
teachers, it was found that these respondents took 15-20 minutes to complete the questionnaire, 
so a class period of 30 to 40 minutes was deemed to be adequate. 
Nineteen different teachers were involved in the administration of the questionnaire. The 
reseilIcher supervised only the standard 5 class at the junior boys' school where she was not well 
known. 
Each teacher was given a set of written instructions, and as many as possible were also verbally 
instructed by the researcher. 
Each invigilator was asked to ensure that the respondents understood the instructions on how to 
answer the questiollnaire. TIley were asked to tell the respondents to usc a soft pencil if they were 
prone to changing their minds, so that they could rub out easily. As a result, not a single "spoilt" 
questionnaire was received. 
Invigilators were to tell respondents not to guess but to usc lhe "don't know" or "not sure" options 
if they were lUlcertain of llle answer. Respondents were asked to answer accurately and honestly 
as this was serious and significant research. 
At the end of the period the questionnaires were handed in to the supervising teacher. 
7. Statistics used in the Analysis of the Responses 
The questionnaire was pre-coded for closed items. A maximwn of 20 different categories was 
allowed for the responses to open-ended questions. This gave the researcher sufficient freedom to 
distinguish between the vilIiollS attitudes and ideas of the respondents. 
The respollses were coded for computer mlalysis which was done using the BMDP statistical 
package. Frequencies and percentages for rows and columns were calculated. In the analysis, all 
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the proportions are expressed as percentages, and N (the total numbcr of respondcnts for each 
column or row) is givcn. Unless otherwise stated, thc chi square test of indepclI(lencc was carried 
oul when comparing respoJlses. The level of significance for each chi square lest was reduced oy 
dividing the normallevcl of significance by the nWllber of individual chi squarc tests performed, 
to ensure that the overall level of significance was not higher than 0,05 (Miller, 1981). P valucs 
of less than 0,005 were therefore accepted as significant at the 5% level of confidence. 
Only the independent variables of the standard, race and gender of UlC respondents were used in 
the analysis in comparing the responses for significant differences. Cross lahulation using falher's 
and mother's occupation yielded no significant difference in any responsc and so were 
disregarded. 
In Questionnaire A, cross tabulation of the open-ended responses yielded no significant 
differences because of the large number of categories. Core concepts were defined and four to six 
major categories were identified. The responses were re-allocated to one of these major 
categories. The frequencies and percentages were again computed and tJlese were used in cross 
tabulation to determine significant differences which arc pointed out in Chapter 4. 
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CHAPTER 4: ANALYSIS OF THE QUESTIONNAIRES 
(Note: the system of numberillg sections and sub-sections used ill chapters 1 to 3 is inappropriate 
in this chapter. The lIumbers used here correspond to lIumbered questions ill questionnaires A 
and fl.) 
Questionnaire A for Standards 7 and 9 
The responses were coded and analysed slatislically as explained in Chapler 3. The lables of 
resuhs, wilh all proportions and frequenCies expressed as percenlages, arc given here. Brief 
commenls only arc offered 10 highlighllhe findings and 10 pOinl oul any significanl differences 
Ihal were found on cross-Iabulation according 10 slandard, sex or race. Only Ihose lables of 
comparisons which yielded slalistically significanl differences arc appended. (Sec Appendix 10 
pp 103- 8.) 
Where NO commenl is offered, Ihe reader muSI assume Ihal no slatistically significant difference 
was found for Ihat particular cross-tabulation. Differences that were round arc focused on again in 
the discussion in Chapter 5. 
The results of Queslionnaire A are examined seclion by section, and Ihe queslions arc examined 
in sequence. 
Section 1: Subjects 
The sample comprised 363 respondenls from eighl classes of Sid 7 pupils 'Illd eighl classes of Sid 
"pupils. Three senior schools were involved, 26,2% respondenls from a girls' school, 43,5% 
from a boys' school and 30,3% from a co-educalional school. Table I shows Ihe frequency of 
responses by school slandard, race and sex. A complele lable of Ole pcrsonal delails of the 
subjecls is appended. (Appendix 8 PI' 100--1.) 
(Table I follows overleaf) 
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Table J : Race and Sex of Respondents by School Standard 
Sex Rnce Std 7 % Std 9 % Total % 
Male White 67 18,9 97 27,3 164 46,2 
Black 21 5,9 16 4,5 37 12,4 
, 
Other races 7 2,0 6 1,7 13 3,7 
t----f--- --- - - - - f---- ----r--- f--- - ~---
Sub Total 95 26,8 118 33,5 214 60,3 
Female White 48 13,5 58 16,4 106 21, I 
Black 17 4,7 () 1,7 23 6,5 
Other races 7 2,0 5 1,4 12 3,3 
- --------- f- --- - --- --- 1---- ---- t----
Sub Total 72 20,2 69 19,5 141 39,7 
Total 167 47,0 188 53,0 355 100,0 
Eight sludents had missing inrorma lion ror standard, sex and race and arc nOI included in the 
lable. 
Absentee rale was low. TIle ages of the standard 7 pupils ranged rrom 13 years to 15 years 
(median 14 years) and Ihe ages or Ihe slandard 9 pupils were in Ute range 15 years to 18 years 
(med ian 16 years). 
Section 2: Existing Knowledge of AIDS 
Q 2.1 What do the letters AIDS stand for? 
32,5% of the respondents wrole nothing, 22,6% gave one or more words correctly and 44,9% 
gave all rour words correcl ly. 
Of UIC respondenls who knew Ihe melU1ing of Ihe acronym, 76,4% were in slandard 9 while only 
23,6% were in slandard 7. 28,2% or Ihe while pupils wrole nOlhing cOl1lpared 10 54,0% of Ihe 
black pupils. 49,4% of the whi le pupils gol allihe words correcl compared 10 26,0% or U,C black. 
(Tahle 2 rollows overleaf) 
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Q 2.2 How do people get infected with AIDS? 
ToMe 2 - PropllrliOIlS of Responses 10 Q 2.2 
Source of Infection Yes No Don'! Know Total 
% % % N 
I sex: man > man 92,5 2,2 5,3 361 
2 sex: man > woman 97,2 1,4 1,4 362 
3 sex: woman> man 91,9 2,7 5,3 358 
4 dry kissing 1,4 94.8 3,9 362 
5 hugging 0,6 98,6 0,8 362 
6 coughing over you 7,5 74,0 18,6 361 
7 loilel seal 5,5 79,8 14,7 361 
8 swimming pool 4,4 81,7 13,9 361 
9 mosquilo bile 30,7 46,0 23,3 361 
10 same cup 7,2 76,0 16,9 362 
II blood transfusion 93,1 2,8 4,1 362 
12 same injeclion needle 96,7 0,3 3,0 362 
13 molher> baby 93,6 1,4 5,0 361 
14 breasl-feeding 34,4 20,8 44.7 360 
(See p 103 for appcnded Tables D and E.) 
Thcre were very few omissions 10 each 4ueslion. 
Knowledge of how AIDS is transmitled was generally good. Questions I, 2, 3, II, 12 and 13 all 
clicHed over 90% correcl responses. However, significanlly more siandard 7 pupils (8,3%) Ihan 
standard 9 pupils (2,6%) did not know wheUlcr HIV infeclion occurred during sex belweenlwo 
men, and 4,1 % of the slandard 7 pupils UlOughl il did not,compared 10 0,5% of slandard 9 pupils. 
A comparison of the responses of black and while children 10 Ihis queslion showed a significanl 
difference wilh 10,0% oflJle black children denying homosexual lransmission, compared 10 0,7% 
of Ihe while children in Ihe sample. 
Fewer slandard 7 pupils (87,1%) Lhan slandard 9 pupils (98,4%) knew Ihal blood Iransfusions 
could Iransmil Ihe AIDS virus. 
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Responses to Question 14 indicated uncertainty. The choice of the 'Don't Know' option by 
44,7% of the respondents is considered to be an honest one as transmission by breast-feeding is 
rare and has only recently been acknowledged. A greater proportion of black children (54,2%) 
and standard 7 pupils (40,2%) gave breast-feeding as a means of transmission than did white 
children (29,3%) and standard 9 pupils (29,3%). 
Questions on AIDS transmission that required a 'No' answer revealed a higher proportion of mis-
conceptions. While most respondents knew that hugging and dry kissing would not cause 
infection with AIDS, they were less certain that there would be no transmission when sharing a 
swimming pool (81,7%), toilet seat (79,8%), a cup (76,0%) and when someone coughs over you 
(74,0%). Significantly fewer stlUlClard 7 pupils (66,5%) knew that people do no t get inrected with 
lIle AIDS virus by sharing the SlUne cup tlllUl Sl<U1danl 9 pupils (84,4%). 
Responses to Question 9 showed UlCre is either a lack of knowledge or real conceptual difficully 
here, as only 46.0% of the respondents gave the correct answer. This is perhaps understandable 
as a mosquito bite has all the clements o[ transmission, namely sharp mouU, parts which pierce 
and enter the bloodstream. 
Q 2.3 Which body fluids contain very high concentrations of the AIDS virus in an AIDS 
sufferer? 
Table 3 : Proportions of Responses to Q 2.3 
Fluid Yes No Don't Know Total 
% % % N 
I saliva 19,8 63,4 16,8 358 
2 semen 73,7 4,2 22,2 361 
3 vaginal secretions 70,3 6,7 23,1 360 
4 blood 94,4 0,6 5,0 360 
5 sweat 5,3 76,4 18,3 356 
(See p 104 for appended Tables F and G.) 
The fact that blood has very high concentrations of the AIDS virus was generally well known, but 
almost 30% of the respondents did not know, or indicated that semen and vaginal secretions did 
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not have very high concentrations. Saliva is seen as a dangcrous fluid by 19,8% of U,C 
rcspondcnts and anothcr 16,8% arc unccrtain of its status. 
A comparison of the responses according to school standard showcd Ulat ill every case 
significantly more of IlIC standm'd 7 pupils did not know the status of each body fluid. In the case 
of saliva, 28,0% of standard 7 rcspondcnts gave thaI saliva has a very high concentration of AIDS 
virus, compared to 12,6% of standard 9 respondents. 
A comparison of thesc responses according to race showed IlIat only 52,5 % of the black children 
knew that semen had a very high AIDS virus concentration, compared to 79,9% of Ille white 
children. 
Q 2.4 What body cells does the AIDS virus affect? 
Table 4: Proportions of Responses to Q 2.4 
Yes No Don't Know Total 
% % % N 
I red blood cells 33,8 31,5 34,7 352 
2 sperm cells 54,4 19,5 26,1 353 
3 egg cells 43,0 23,1 33,9 351 
4 one type of white blood cell 23,4 28,0 48,6 354 
5 all white blood cells 45,2 12,6 42, 1 356 
(Sce p 105 for appended Table H.) 
Accurate knowledge of the cells affected by the AIDS virus was lacking. Fcwest pupils (23,4%) 
chose the expected answer out of the live choices. The ' don't know' option was used by a high 
proportion of respondents for every choice. A poor choice of words by the researcher has been 
aCknowledged. (See p 61.) 
A comparison of the responses according to school standard showed that in every case signifi-
cantly more standard 9 pupils chose Ille correct response thml standard 7 pupils. 
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Q 2.5 What effect does the AIDS virus have on the immune system of humans? 
Tahle 5: Proportion.\' (~r ReSlwIISl'S 10 Q 2.5 
Weakens it Destroys it Don't Know Total 
gradually (%) immediately (%) (%) (N) 
90,6 4, I 5,2 362 
(Scc P 105 for appcndcd Tablc I.) 
Most rcspondents (90,6%) chose the option which suggestcd the protractcd and progressive 
nalurc of thc diseasc. 
A comparison of the responses according to school standard showed that significantly morc 
standard 7 pupils gave an incorrect or unccrtain rcsponsc and marc standard 9 pupils (98,3%) gavc 
thc con'cct response than standard 7 pupils (85,2%). 
Q 2.6 Up until now, how have you obtained information on AIDS ? 
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0% 
IT 83.1 r:-c-
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newspapers, books and TV 
78.2 
r-,- 64.6 
r:::-::-
, ~ ' . ': 
Parents School lessons 
and rriends and talks 
Fif!. I. Prior SOlirces of information on AIDS 
(Sce p 106 for appended Table J .) 
The sample clearly had access to much information on AIDS. Most information has come from 
thc mass mcdia and Icast from formaltcaching. A comparison of thc responses by school standard 
showed that significantly marc of the standard 9 pupils (75,4%) had somc form of forl11al 
instruction on AIDS than thc standard 7 pupils (51,9%). 
44 
General comment on Section 2 
The standard 9 pupils have shown that as a group they possess a more accurate knowledge of 
AIDS, especially the biomedical facts, than struldard 7 pupils. This is in accord with the greater 
runowll of formal instruction they claim to have had , possibly some of it from biology classes. It 
also agrees with the testimony of the school persOlUlel. 
Section 3: Attitudes towards AIDS 
Q 3.1 AIDS has been described as the plague of the century. Pick out the 3 factors you find 
the most worrying llhout AIDS: 
Table 6: Frequency a/Worries about AIDS (ill rallk order) Q 3./ 
Worry Frequency 
(N)=(3x363) 
That it has no cure 31,2% 
TIlat it is spreading so fast 26.9% 
That people who get AIDS will die from it 17,4% 
That people with AIDS arc rejected by society 14.8% 
TIlat you feel you don't know how to protect yourself against it 9,7% 
(Sec p 106 for appended Table K.) 
A comparison of Ule responses according to race showed that of Ulose who gave rejection by 
society as a major worry , 60,0% were black pupils. 
The open-ended responses (N=196) which were offered when respondents were invited to 
comment furUler, fell into Ule following categories: 54,0% were rears caused by the nature of the 
disease - that its hidden nature makes sex risky; that having to ask your fiancee to take an AIDS 
test could cause a lack of trust; that rape is possibly fatal; that dying from it is painful: 30, I % were 
rears about not knowing how to protect oneself - thatthcre is a lack of trust in condoms; that Uley 
do not know enough to protect family and friends: 14,3% expressed fears related to a lack of faith 
in human nature - tilat people are callous and dishonest; that they will not co-operate to stop the 
spread of the disease. One respondellt stated that he was not concerned hecause hc knew of 
protection during sex. 
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Q 3.3 Is there anything about AIDS you reel is good and that will benefit mankind? 
The open-ended responses (N=254) fell into the following categories: 78,0% said AIDS would 
help to keep the population numbers down because of deaUls or by increased contraception: 
19,3% fell that the Illfeat of AIDS would improve human behaviour sIlUldards because people 
would turn from promiscuity, homosexuality and drug addiction: 2,4% stated strongly that there 
was nothing good about AIDS. One respondent suggested that a cure for anotller disease might 
be found while searching for a cure for AIDS. 
A comparison of these responses according to sex showed that 63,6% of the respondents who 
gave population control as a benefit were males: 63,3% who gave improved human behaviour 
were females. (Sec p 106 for appended Table L.) 
Q 3.4 If a person who has AIDS joined your class at school, how would you feel? Do you 
think you would .•• 
Table 7: Proportions of Responses to Q 3.4 
Yes No Not sure Total 
% % % N 
1 avoid him/her entirely 25 ,2 45,:1 29,6 318 
2 make friends WiUl him/her 31, I 25,0 43,9 328 
3 ask that he/she be sent away 6, I 78,0 16,0 313 
4 ask to be taken out of the class 8,3 75,5 16,2 314 
(See pp 106--7 for appended Tables M and N.) 
The attitudes of the sample were reasonably tolerant, willI about three quarters of the respondents 
prepared to accept the sufferer into the class and to remain in the class themselves. Only 25,2% 
said they would actively shun an AIDS sufferer, while 31, I % thought they would try to make 
friends. There are several examples of v"alidating concurrence in these responses: The proportion 
of respondents that would avoid CUI AIDS sufferer is 25,2% and the proportion that would not 
make friends is 25,0%. All the proportions to the two possibilities of the pupils' position in Ille 
classroom in relation to an AIDS sufferer arc in agreement. (Sec 3 and 4 of Table 7.) 
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A comparison of responses according to race showed that a significantly greater proportion of 
black pupils (20,4%) lhan white pupils (5, 1%) would ask to be taken out of the same class as a/l 
AIDS sufferer. A comparison of responses according to sex showed Ulat females in the sample 
have significantly more tolerant attitudes towards an AIDS sufferer lhan males. A smaller 
proportion of females (7,8%) than males (37, I %) would avoid tile sufferer, and only 2,3% of the 
females would ask to be taken out of the class, compared to 12,6% of the males. A greater 
proportion of females (42,5%) than males (23,2%) would try to make friends. 
The open-ended responses (N=154) were divided into four categories: 49,4% were ambivalent or 
uncertain, many expressing caution (I would need to know how AIDS spreads) : 33,1% said 11ley 
would act normally or sympathetically: 13,0% would avoid or be indilferent to an AIDS sufferer: 
4,5% expressed a moralistic or judgmental view (it would depend on how 11ley had got AIDS). 
Several respondents explained that their altitude could not be predetermined or constant, as it 
would be affected by who the person was, how the sufferer coped with the disease and how they 
themselves learnt to live with someone willI AIDS. 
General Comment on Section 3 
The commonly held fears of AIDS, that the disease is incurable, and that death from the disease 
is inevitable and painful, were prevalent in this group. A realistic and perceptive comment on 
humarl nature was offered by several respondents when they acknowledged selfishness and the 
consequent difficulty of changing hurmUl behaviour. 
Most respondents were pragmatic in their assessment of any benefit of AIDS to mankind when 
they saw it as a solution to over-population. Some valued the moral and behavioural gains that 
could accrue. 
In altempting to predict how they would behave towards an AIDS sufferer. about 75% of the 
respondents were either tolerant or uncertain in their altitudes. Of those who lacked conviction, 
m,UlY expressed a willingness to consider 11le sufferer as an individual arId base their actions on 
that. 
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Section 4: Where, when, from whom, how and what would you like to learn about AIDS? 
Q 4.1 Where do you feel is the best place to get information on AIDS? 
Of the 354 respondenls. 64,2% chose school as Ihe besl place for AIDS Cduclliion. 20,3% chose 
the home, 15,2% a youlh group and 0,3 % church. 
Q 4.2 At what age should you first start to get information on AIDS? 
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than 10 and above 
Fig, 2 Selection (!f age at which AIDS education should COll1mence 
88,4% of pupils indicated that AIDS education should begin at or before 13 years, the age at 
which most pupils in !lIe sample started senior school. 
The mosl [re<juent reason given [or choosing II particular age WllS that it was Ihe right time to 
protect children againsl or make Ihem aware of AIDS (36,2%). Some respondenls explained Ihat 
this was necessary as at senior school children mixed wilh older people , or because this was the 
age at which adolescents experimented or rebelled. 27,0% o[ the respondents Slaled Ihat it was the 
age al which children became sexually aware. 25,5% said al Ihal age children would be malure 
enough 10 underst'U1d Ihe facls of AIDS, Some added Ihallhey could undersland withoul gelling 
concerned. 10,1 % orthe respondents said Ihallhey had chosen Ihat particular age because it was 
when teenagers became sexually aclive. 1,2% slaled !llal AIDS education should never be taughl. 
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Q 4.3 From whom would you prefer to get information on AIDS? 
Table 8.' Proportions of Responses fo Q 4.3 
Option I (%) Option 2 (%) Both (%) Neither (%) Total (N) 
l. Father Molher 
8,5 12,7 59,2 19,7 355 
-----
2. Friend (same sex) Friend (opp. sex) 
27,1 5,9 52,5 14,4 352 
.. _-- ----_ .. _---- ... _--------_. 
- -.-. -- - -- .-. 
-_._ ... -----
-----
._------_ .. 
3. Friend (own age) Friend (adull) 
23,4 29,9 39,5 7,1 354 
-------- ---- .------ ----.---.-
4. Principal Teacher 
2,3 56,5 24,1 17,0 352 
----_ . ._--.- - - _ . 
5. Minisler School Counsellor 
9,4 43,1 25,1 22,8 350 
-
- ---_ .. 
6. Male Teacher Female Teacher 
10,0 21,7 60,4 8,0 351 
(See pp 107- 8 for appended Tables 0 and P.) 
I. Almosl 20% of Ihe sample preferred nol 10 gel infonnalion on AIDS from Iheir parenls . A 
comparison of the responses according 10 sex showed Ihat whilsl gelling information from 
bot.h parents was tlle most popular choice of both sexes, a greater proportion of females 
chose to get information from their mother only and a !,'feater proportion of males from their 
father only. 23,4% of males did not choose parents as information-givers, compared to 
14,3 % of females. 
2. 85,6% of tlle sample would like to get information from friends. A comparison of tlle 
responses according to sex and school standard showed that: 
* 
• 
• 
gelling information from friends of both sexes was the most popular choice. In cases 
where respondents chose informants of one sex, a greater proporlion of both males and 
females opted to get informaLion from a friend of their own sex. 
more standard 7 respondents preferred to ask a friend of the same sex only, ratller than 
both. 
18,4% of males chose not to get information from friends, compared to 8,5% of females . 
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3. Only 7, I % of respondents preferrcd not to get information from an adult friend or a peer. A 
comparison of the responses according to sex showcd that a greater proportion of fcmales 
(51.7%) preferred to get information from both adulls and peers than males (31 ,2%). 10.2% 
of the males in the sample indicatcd ncithcr, comparcd to 2, I % of UIC fcmalcs. 
4 . A principal was not a popular choice (2,3%), but an ordinary class teacher was (56.5%). and 
24, I % of thc respondents optcd to gct information from boill. 
5 . These options elicited the highcst ncgative response (22.8%) but a school counsellor only 
was secn as a source of information by 43, I % of tlIc respondcnts, or bolilthe counsellor and 
the minister by 25, I % of Ihe respondents. 
6. Again teachers were a popular source of information. A comparison of the responses 
according 10 sex showed Ihat while gelling information from both teachcrs was thc most 
popular choice. female leachers were preferrcd to male Icachers by Ihc fcmale respondents. 
Boys chose male and fcmale teachers only ill almost cqual proportions . 10.3% of thc males 
chose 1I0t to ask cither teacher compared to 4,9% of the fcmale respondents. 
Q 4.4 How would you like to get information on AIDS? 
Table 10 : Proportions of i?e.ljloIISe Options to Q 4.4 
Option 1(%) Option 2(%) )loth (%) Neither (%) Total (N) 
I. On your own In a group 
16.6 44,5 34,6 2,2 355 
---
2. Special course General sex cducation 
12,2 46,9 37.2 3.7 352 
-
3. Magazine/Book Video or TV film 
8.3 25,4 63,8 2,6 351 
- - -
.-. ---- -_. 
-_._-
4. Lecturcs Group Discussion 
12,1 33,0 49,1 5,7 348 
(Scc p 108 for append cd Table Q.) 
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From the responses to Questions 1 and 2, it may be inferred tilat fewer tilan 4% of the respondents 
had a totally negative alli tude towards AIDS education. Fewer than 6% of respondents wanted no 
fonnal education in the form of discussions and lectures. In every case tile second option was 
preferred to the first. 63,8% of respondents chose both magazines and books as well as video ,md 
TV, and almost 50% wanted lectures as well as discussions. 
A comparison of responses according to sex showed that the greatest proportion of the males 
prcfcrred group interaction (48,1 %), while amongst the females bOUI group as well as individual 
instruction was tile preferred choice (45,5%). 5,3% of Ule males wanted neither form of 
interaction, compared to 2,3% of tile female respondents. 
Q 4.5 What information should AIDS education include? 
Table 10 : Proportion of Response Oplions 10 Q 4.5 
Question Yes No Not sure Total 
% % % No 
I AIDS virus and its effect on the human body 98,0 0,8 1,1 357 
2 How people gel infected with AIDS 98.0 1.1 0,8 358 
3 How to avoid gelling AIDS 98.6 0,3 1,1 357 
4 How to find out if you are infected with AIDS 91,9 3,4 4,8 356 
5 What is 'safe' sex 93,8 2,5 3,7 355 
6 Homosexuality 73,2 13,5 13,2 355 
7 How to behave towards people with AIDS 84,8 7,9 7,3 356 
8 Which countries in the world have most AIDS and why 73,4 14,4 12,2 353 
9 Drugs and AIDS 91,8 3,7 4,7 353 
Almost all of Ihe respondents indicated that AIDS education should include information on Ule 
effect of the AIDS virus on the body, on its transmission, and on how to protect oneself against 
AIDS. Over 90% of respondents wanted testing for AIDS, safe sex, and information on drugs and 
AIDS to he included. Education on alii tudes towards AIDS sufferers was not considere,l 
necessary by as many respondents (84,8%). Homosexuality, and the distribution of AIDS and its 
prevalence, which perhaps arc topics not essential for knowing how to protect oneself <lg<linst 
AIDS, were selected by only 73% of respondents. 
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The opell -clIded rcspom;cs (N= II J) mainly ask ed for ;\II)S Cdlll'a(ioll to illl"ludc more ill/'Oflllil -
lion on the disease - where il originated. why there is 110 curc, and more details of ils effect 011 
the body (58,4%). 15,9% wanted more details on how it is transmitted and how to avoid getting 
AIDS: 11,5% asked for more guidance on how 10 behave towards people with AIDS, and 8,0% 
asked for information on how 10 cope if you gol AIDS. One respondenl specifically menlioned 
the need 10 know where 10 gel counselling. 2,7% wanted 10 know why people persisled in 
spreading UlC disease, ,md Ihe remainder (3,5%) wmlled 10 know everylhing aboul sex. 
General Comment on Section 4 
The responses showed that AIDS education should have a broad content, using several different 
methods and sources to impart information. Adults, particularly teachers, as well as peers of U,e 
same sex, arc seen as people whom they could consult on AIDS. Most of the respondents fclt that 
education on AIDS should begin al or before 13 years of age. 
Generally , in terms of from whom, and how, they should receive instruction on AIDS, a greater 
proportion of the boys showed negative altitudes than Ule girls. 
Questionnaire B for standard 5 
The responses were coded and mlalysed statistically, as explained in Chapter 3. The tables of 
results, wilh all proportions and frc4ucndcs expressed as percentages, arc given here . Thc reslll!.,; 
arc in rank order, with misconceptions placed last. Brief comments only arc offered, 10 highlight 
UlC findings. No statistically significant differences were found on cross-tabulation according to 
race and sex. 
'The results of questiOlUlaire B arc examined section by section, mId UIC questions arc examined in 
sequence. 
Section 1: Subjects 
The sample comprised 76 respondents from four classes of standard 5 pupils. Three junior 
schools were involved. 34,2% of the respondents were from a girls' school , 21, I % from a boy's 
school, mId 44,7% from a co-educational school. Only the boys' school was autonomous. Each of 
the other two schools form part of a corporate body with a senior school also involved in Ihis 
survey. A complete table of personal details of the subjects is appended. (Appendix 9 p 102.) 
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Tahle 11 : Race and Sex a/Standard 5 Respondents 
Sex Race SId 5 % 
Male White 29 38.2 
Black 6 7.9 
Other races 2 2.6 
c------ ------- - - ------------------
Sub Total 37 48.7 
Female White 29 3R.2 
Black 9 II .R 
Olhcr races I 1.3 
c------ -------- c------- - ---- - ------
Sub Total 39 5U 
Total 76 100.0 
Absentee rate was low. The ages of Ute pupil s ranged from II to 14 years (median 12 years). 
Section 2: Existing knowledge of AIDS 
2. 1 What do the letters AIDS shlnd for? 
11le answers were classified as for Questionnaire A. 90.7% of the respondents wrote noUling and 
only 2,6% of the respondents got all four words correct. 6,7% of the respondents gave one or more 
words correctly. 
2.2 How do you think a person could get AIDS? 
Tahlc 13: Pr('{{u(,l1cy afld Variatioll f{ I'l'rct'iv('d Methods (~f A/f)S TroJlsmissioll. 
Means of transm ission % N ;76 
Sexual transmission only 36,8 
Sex, IV drugs (or needles) and a misconception e.g. sal iva 15,8 
Sex and IV drugs (or needles) II ,R 
Sex and blood mixing II.R 
Sex, IV drugs (or need les), blood mixing 5,3 
Blood mixing only 2,6 
Mother to baby 2,6 
Mother to baby, sex and IV dn.gs 2.6 
No comment made 1,3 
Misconception on ly 9,2 
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These open-ended responses (N=76) were classified according to content. 84, I % of the 
respondents knew tilat you could get AIDS through sexual activity. Of these, more than half knew 
there were other factors such as mixing blood, injections, tattoos ruld sharing needles when taking 
drugs . Many knew that promiscuous sex increased the chances of infection. Three respondents 
mentioned that not using condoms during sex was risky behaviour. Two of the respondents 
suggested thal sex between two women, as well as heterosexual transmission, could trallsmit 
AIDS. In addition to sex, 15,8% gave some misconception like "breathing over you", "being 
involved with dirty and unhealthy people", "sitting on dirty toilets", or "two married people 
having different types of blood". This showed that incorrect information can co-exist with correct 
information, and tilis concurs with the findings of Mathews et al. (1990). 
Several respondents rcgarded saliva as being highly dangerous. Only four respondents (5,2%) 
mentioned transmission from moUlCr to baby. Of these , two (2,6%) gave the best answers by 
mentioning all tilTee paths of transmission. Only one respondent wrote nothing. 9,2% of the 
respondents gave a misconception such as transmission of AIDS by physical contact like hugging 
and kissing, or by being next to an infectcd person, or from food, drink, or infccted sores. 
2.3 What does AIDS do to your body? 
Table 13: Frequency alld Variation oj l'erceil'cd Effects of AIDS. 
Effect of AIDS % N=76 
Go bald, shake, develop rashes 21, I 
Attacks white blood cells leading to infections 13,2 
Destroys body causing death II ,8 
Become Ulin or lose weight 10,5 
Attacks white blood cells 7,9 
Become weak and prone to infection 7,9 
Mental deterioration and paralysis 3,9 
Dcvelop rashes and die 3,9 
Attacks white blood cells and you die 2,6 
Become thin and prone to infection 2,6 
Misconceptions 14,5 
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The open-ended responses were classified according to the most explicit symptoms they 
cOlltaincu. The lllosl accurate answers showed an ability 10 correia Ie loss of while blood cell 
function witil a susceptibility to infection (13,2%). Another 7,9% knew of white blood cell 
involvement but were not able to say how death resulted. Some examples of the misconceptions 
were: "Your feeding system gets blocked up and you throw up"; "(AIDS) cat your insides"; "It 
makes it deformed"; "You feel weak and can't have babies." 
A comparison of responses according to sex showed that 80% of the respondents who gave 
answers that mentioned white blood cells were males . Of tilC respondents who mentioned that 
AIDS makes you thin or destroys your body and you die, 83% were females. 111e overall 
responses to this question did not show a statistically significant difference. 
Comment on Section 2 
Knowledge of the acronym AIDS was very poor indeed, with only two of UlC seventy-six 
respondents knowing it completely. Without formal teaching it would seem that children of this 
age do not understand the meaning of til esc words 'Old so cmmot recall them. 
Knowledge of transmission by sex, and by mixing blood , was fairly widespread, but a few 
respondents indicated that they did not understand how this happened. This suggests that they had 
not had transmission explained to them, but had obtained their information on it from newspapers 
and magazines. The standard 5 teachers confirmed U",tthe children had not had formal teaching 
and lilat , in their opinion. newspapers and magazines were the Illajor source of information for the 
standard 5 pupils (sec p 58). No respondent suggested transmission by insects was possible, 
which is interesting, considering the confusion that the stmldard 7 and 9 pupils displayed over 
mosquito bites. 
Respondents gave a wide variety of symptoms, but most of these suggested tilC kinds of visible 
deterioration shown by AIDS sufferers in photographs in magazines. For example. weight loss 
was mentioned, but nolllIe diarrhoea that is a cause of it; hair loss and rashes were melliianed, hul 
not continuous low fever, or lung or fungal infections. 
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Sect jon J: Fears about AIDS 
2.4 Is there anything that worries you or makes you afraid of AIDS? 
Tahle 14: Frequency and Variation of Fears and Worries ai>out AIDS 
Fear or worry % N=76 
There is no cure and you die 35,5 
Don't know how to protect oneself 13,1 
Causes death and it is spreading fast 6,6 
Hidden nature of tlle disease 5,3 
The danger of rape 5,3 
General fear for self and others 5.1 
That it damages babies 3,9 
"Sufferers" arc rejected 2,6 
You die and arc also rejected 1,3 
Concern [or the world's future 1,3 
That it may be spread by insects 1.1 
Misconception - kissing [riends or eating with them will cause AIDS 2,6 
No comment made 1.'1.8 
The open ended responses were classified according to the most explicit fear or [cars expressed. 
15,8% of Ille respondenls either left a blank or said thai nothing worried them. 
Comment on Section J 
The fear related to the incurable and fatal nature of the disease was widely held. Almost 20% of 
the respondcn ts explained that they were afraid because they did not know how to protcct 
themselves against this deadly disease, several adding thattllis was due to the hiddcnnalure of the 
disease. 
Section 4: Learning about AIDS 
J. Who would you ask to tell you about AIDS? 
The pupils were asked to indicate from a selection of people likely to be significant in their lives. 
who Ihey would or would nol ask [or information. 
(Table 15 follows overleal) 
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Tahle 15: Preferred Person to Askfor Information 011 AIDS - .'ltd 5 
Person as source of information Ves % No % N=76 
MoOlCr 86,8 13,2 
FaOlcr 67,1 32,9 
Teacher 55,3 44,7 
Friend of same sex 51,3 48,7 
Sister!brother 42,1 57,9 
Chaplain/priest 23,7 76,3 
Friend of opposite sex 21, I 78,9 
Parents, particularly the mother, were most often chosen to be asked about AIDS, followed by a 
teacher. A friend of the same sex was chosen more than twice as frequently as a fricnd of the 
opposite sex, which was the least popular choice. 
4. How would you like to learn about AIDS? 
TaiJIe 16: Preferred Merli(ld (If Illstruetioll (III AIDS - SId 5 
Method of information transfer Ves % No% Total N 
Lessons and talks at school 90,8 9,2 76 
Talking to parents and rriends 76,0 24,0 75 
Magazines, newspapers, books 64,8 35,2 76 
Radio and television 61,8 38.2 76 
Lessons and talks at school was the preferred method ror receiving informal ion or 90,8% of the 
respondents , i.e. fOTl1lal and structured learning was preferred to informal talks with parents and 
friends, which was only selected by 76,0% of respondents. Gelling information from another 
person was chosen in preference to reading about AIDS, listening to a broadcast or watChing TV. 
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S. What would you like to learn about AIDS? 
Table 17: Frequency alld Variatioll o!Topics CllOsell!or Learning allOut AIDS. 
Topic % N=76 
What it is . What it does. How you get il. How to prevent il. 32 ,9 
What it is. What it docs. 22,3 
How you get AIDS. 19,7 
Origin of AIDS. What it is. Aboul a cure (7 pupils). II,R 
Everything about AIDS. 6,6 
How you know if you or olhers have il. 5,2 
How you get AIDS. How to behave towards others. 5,2 
No comment made. 2,6 
Two pupils left the space blank. The open-ended responses were analysed according 10 explicit 
ideas expresscd. About 60% of the respondents wanted to know how AIDS is transmitted (how 
you get it). About half of lhe respondents wan led to have Ihe nature orthe disease explained, while 
a third asked specifically for infonnation on how to prevenl it or Slop ils spread. 
Comment on Section 4 
This group shows some awareness of AIDS as a personalthreal, as mosl respondenls wanled 10 
know how you get it or how 10 protect Ihemselves against infection. Of those who asked about a 
cure, two asked what was the cure, four whether lhere was a cure, and one why a cure could not 
be found. 
Most respondents showed that, Ihough Uley still placed grealest trust in, and depended on their 
parents for discussions on AIDS, Ihey would like to be taught about AIDS al school. Inler-
personal contact in obtaining information on AIDS was chosen above the media. This would 
provide opportunity for explrumtion ruld reassurance, and was considered to be the besl method 
for the slandard 5 pupils by their teachers (sec p 58). 
Questionnaire C for school personnel involved in AIDS educ"tion 
These queslions were asked to gel backgrollnd informalion on any AIDS teaching inlhe schools 
involved in the survey. 
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Standard 5 AIDS education 
Responses were received from two class teachers and a guidance teacher. One of the standard 5 
class teachers did not complete the questionnaire. 
Prior to answering the questionnaire, none of the standard 5 classes had had formal class 
instruction on AIDS. Subsequenlly, AIDS instruction was given in two of the standard 5 classes. 
The teachers independenlly ranked newspapers as the chief source of infonnation for their pupils, 
with magazines and television next. TIleir combined ratings gave peers, parents and teachers next, 
in that order, with books and radio being judged of least importance. Clearly, in the absence of 
formal teaching, the teachers considered that the influence of the mass media could be significwtI 
in conveying information. 
The girls' teacher considered an outside speaker who could give up-to-date facts and ligures was 
the best way of teaching Ule girls about AIDS. This could be followed by several discussion 
sessions, possibly with Ule sanatorium sister or someone medically qualified, in order to allay any 
persistent fears and to correct misconceptions. At the boys' school, the guidance te'lel ler and not 
the class teacher was considered to be the best person to discuss AIDS and its implications with 
the boys. A video and a talk from an outside speaker were also considered useful teaching 
meUlOds. 
There was no parental involvement in AIDS education at any of the schools . As no course had 
been run up to tllat time, there had been no evaluation. 
Standards 7 and 9 AIDS education 
Responses were received from a guidwlce teacher, a careers counsellor and a sWlatoriurn sister. 
Prior to answering the questionnaire, there had been no AIDS education that ycar in any of the 
schools except for some biology classes in stwldard 9. Standard 7 pupils who had heen at Ule 
schools the previous year, would have had some AIDS instruction at the end of standard 6, while 
the standard 9 pupils should have been taught about AIDS several times. TIle third tenn of the 
standard 6 and 7 years were mentioned by all three schools as being the tillle when AIDS was dealt 
with specifically, as well as in standard 8 (co-cd school only) Wid in the standard 9 biology course. 
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III tile AIDS course, all the medical facts were dealt with except for the difference between 
seroposilivilY and full-blown AIDS (co-cd school). Feelings, behaviours and values associa led 
wilh AIDS were discussed excepl for fears (boys' school) and alliludes lowards AIDS sufferers 
(boys' and girls' schools). Spccific behaviours like deep-kissing, and sharing razors and 
toothbrushes had nOI been discussed al Ihe co-ed school. Most of Ihe social and economic 
implications of AIDS were covered at Ule co-cd and girls' schools, but Ihese were nOI specifically 
discussed allhe boys' school. 
In alllhree schools, specific instruction on both the medical and prevenlive aspecls of AIDS has 
been given since aboul 1985, much of il in UlC biology courses (boys' and girls' schools). At tilC 
boys' school , biology leachers were r;mked as being Ihe mOSI imporlanl source of information, 
but leachers were raled fairly low allhe olher IWO schools . Again newspapers and magazines were 
considered imporlanl sources of informalion by all Ulree respondenls, peers impOrlanl by lwo, and 
television fairly imporlant by all UlIee. 
Two respondenls considered videos, together with lalks and discussions, good methods of 
leaching aboul AIDS. At all Ihree schools, it is included as part of Ihc STD unil of Ihe health 
education programme. All Ihe leachers had gal feedback on Iheir lessons bul had not formally 
evalualed Ulem. 
There was no parenlal involvemenl in AIDS education at any of tilC schools. 
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CHAPTER 5: DISCUSSION AND RECOMMENDATIONS 
I. Introduction 
The aim of this survey was to investigate the knowledge of and attitudes towards AIDS amongst 
three cohorts of schoolchildren at four private schools. The intention was that by so doing, 
information would be provided to draw up guidelines for effective AIDS education in these 
schools. In addition, areas of confusion or fear, requiring remedial teaching, would be 
highlighted. 
The discussion takes the following lines: 
On the basis of the findings, the strengths and weaknesses of the research instrument will be 
examined. 
The findings of the pupils' knowledge and attitudes will be discussed in turn and will be related 
to the AIDS education in the schools as reported by various school personnel. Any implications 
for teaching in these schools and suggestions for further research will be made as the discussion 
proceeds. 
Finally, the preferences and perceived needs of the pupils for AIDS education will be considered 
and related to the programmes in operation in various selected foreign countries, in the RSA and 
in the self-governing and independent states. Possibilities for cross-curricular activities will be 
given and guidelines for an AIDS education programme will be offered. Attention will also be 
paid to programmes that have been suggested by individuals such as Bock and Hoch (1988), 
Sroka (1988), Allensworth and Symons (1989), Tomaszewski (1989), and Schurink & Schurink 
(1990). 
2. Possible Strengths and Weaknesses of the Research Instrument as Shown by the 
Findings. 
2.1 Strengths 
The mechanics of the questionnaire worked well. The display was businesslike and the care given 
to the language and the structuring of the questions resulted in very few problems in administer-
ing the questionnaire. 
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The co-operation of the respondents was good. Except for Q 2.1 about the acronym and Q 2.4 on 
fears of AIDS, fewer than 3 % of the standard 5 pupils failed to answer anyone question in 
Questionnaire B. 
In Questionnaire A, the response of the standards 7 and 9 pupils was good, with fewer than 4% of 
the respondents failing to answer anyone question. The only exception was Q 3.4 where many 
pupils left the closed item questions blank, preferring to comment independently. Since the open-
ended questions were asked simply to enable respondents to express an opinion, or to justify or 
extend an answer, any lack of response was not seen to show a negative attitude. 
The checks of validity incorporated into the research procedure (see p 29 - 30) gave further 
confirmation that the pupils had taken the questionnaire seriously. (See pp 43 -44, 54, 56.) 
2.2 Weaknesses 
There were two problems with the structuring of the questions. 
In Questionnaire B, Q 4 posed a dilemma for a standard 5 boy as he wrote that he would talk to 
his parents but not to his friends . Parents and friends , and, perhaps, also the other items grouped 
together, should have been given as separate options. 
In Questionnaire A, Q 2.4 might have elicited a greater number of correct responses if the 
following improvemenls had been made: 
* the verb infect not affect had been used; 
* a qualifying word had been used so that option 4 read "mainly one type of white blood cell", 
and option 5 read "all white blood cells equally". 
In retrospect, there were two important omissions, neither of which caused Significant limitations 
to the drawing up of guidelines for AIDS education. 
Firstly, the possibility that experts in the medical profession might be acceptable to these pupils 
as AIDS educators was not investigated. As the pupils in the present survey were not asked their 
opinion of a possible role for doctors and nurses in AIDS education, evidence collected by other 
researchers has been used in the discussion of guidelines. 
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Secondly, although it was established from the free responses of the standard 5 pupils to Q 5 and 
fTom the responses to the closed items in Q 4.5 of the standards 7 and 9 pupils, that preventive 
behaviour should be taught, the existing knowledge of what preventive behaviours were known 
and understood by these pupils was not investigated. This omission was in keeping with the 
researcher's decision that it was neither relevant nor prudent to probe sensitive areas such as 
personal sexual behaviour and the knowledge and understanding of protective methods like 
condom usage, using a non-probability, readily identifiable sample such as this one. Use has been 
made of the findings of Reader et at. (1988), Hingson et al. (1990) and Mathews et at. (1990) in 
this discussion. 
3. Knowledge 
3.1 Methods of transmission of AIDS 
3.1.1 Misconceptions 
Similar misconceptions were evident in all three groups of pupils. While the most publicised 
methods of transmission - namely sexual intercourse, blood mixing by transfusion or syringes, 
and from an infected mother to her child - were generally well known, many of the respondents 
clearly saw themselves at risk in daily commerce with an infected person. The common 
misconceptions held by the standards 7 and 9 pupils were that AIDS can be transmitted by an 
infected person coughing over you, sharing the same cup, or using the same toilet. Almost 10% 
of the standard 5 pupils offered similar misconceptions in their open-ended responses (see p 52). 
This lack of knowledge about the safety of individuals in communal living is particularly 
worrying in a boarding school situation. 
Hingson et at. (1990) found similar persistent misconceptions among Massachusetts teenagers in 
their survey conducted over three years (1986 - 1988). After 3 years, 11 % of their respondents 
still believed that AIDS is spread from drinking and eating utensils. From their study of 13 to 26 
year old black pupils in Cape Town, Mathews et al. (1990) reported that these students also 
thought that AIDS could be transmitted through casual contact such as shaking hands and from 
contact with chairs and eating utensils. So it would seem that these misconceptions are widely 
held among adolescents. 
Since both coughing and drinking and eating involve the spreading of traces of saliva. a root cause 
of these misconceptions related to AIDS transmission may lie in the confusion shown by the 
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subjects of the present survey over the status of saliva. Fewer than half of the standard 7 pupils 
were able to state that saliva did not have very high concentrations of the AIDS virus, and only 
three-quarters of the standard 9 pupils knew this. In their free responses 14,0% of the standard 5 
respondents mentioned deep kissing, or an exchange of saliva (or spit), or kissing as a method of 
transmission. Saliva was mentioned, together with sexual transmission and injecting drugs , by 
some standard 5 pupils, which suggests that they regard it as highly dangerous. Deep kissing is 
arguably the level of sexual experimentation for a fair number of these twelve year olds. 
These misconceptions provide pointers for more meaningful teaching. There is a need for open 
discussion on this topic with al1 the pupils in this sample to point out that there is scientific 
uncertainty over the risk attached to deep kissing, so it should be avoided. Up-to-date medical 
and scientific information should be offered on why traces of saliva in the air and on eating 
utensils pose no threat. 
3.1.2 Mosquito bites and breast-milk 
Fewer than half of the senior school pupils were able to answer correctly whether a mosquito bite 
would transmit AIDS or not. In their survey of 11th grade students, Miller and Downer (1988) 
found that about half of these subjects thought mosquitoes could act as vectors of AIDS. If this 
were a method of transmission then, like malaria, catching AIDS would be purely a matter of 
chance. It would then not be tenable to teach that it is voluntary human behaviour that puts you at 
risk, and that, to be Sure of staying free from infection by the AIDS virus, risky behaviours must 
be changed or avoided. 
None of the junior school pupils suggested that mosquitoes could transmit AIDS and only one 
stated the fear that insects might be able to do so. It is possible that this misconception amongst 
the senior school pupils, in fact, il1ustrates the increasing cognitive ability of this group. 
According to AusubeJ's assimilation learning theory (in Novak, 1978), what is already known 
and what is perceived to be relevant by the learner, are the two main factors which influence the 
incorporation of new knowledge into the learner's conceptual framework. These pupils have 
indicated that they regard learning about how AIDS is transmitted as important to them. Most of 
them already know that the AIDS virus can be transmitted by injection. Perhaps, by testing what 
they know about mosquito bites against prior knowledge of injections, some of them have 
concluded that mosquitoes could or do transmit the AIDS virus. If these adolescents have 
progressed to formal operational thought, they would be capable of testing new possibilities 
against past experience (Piaget, in Phillips, 1981). 
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It is possible that the confusion shown over the transmission of AIDS by breast-milk, the only 
question in which the standard 7 pupils performed significantly better than the standard 9 pupils, 
is also the result of an alternative framework by meaus of which these pupils have reasoned out 
their answers (Driver and Easley, 1978). 
Further, these pupils, with justification, may consider that iuformation on AIDS transmissiou is 
uncertain and subject to change. They do uot place sufficient reliance on their sources of 
iuformation and so prefer to reason out answers rather than to accept what they are told. 
Research in this area could provide iuformation on how childreu form their concepts of AIDS 
transmission and could give tcachers useful direction for more effective teaching. 
3.2 Biomedical facts of AIDS 
Except for blood, the fluids of transmission were not well known. Almost 30% of the senior 
school pupils did not know that semen and vaginal secretions are potentially dangerous fluids. It 
is appreciated that part of the problem could lie with the pupils' lack of comprehension of the 
meaning of these words. However, the invigilators were asked to ensure that the respoudents 
understood the questious, and only one invigilator reported having been asked what semen meant. 
Miller and Downer (1988) have stated that an educational programme may not be effective if it 
fails to relate what is being taught in the seclusion of the classroom to the reality of the pupils' 
lives. Thus, a more disturbing possibility suggested by this lack of knowledge is that, whilst most 
respondents are able to give sexual activity as a means of transmission of AIDS, they do not really 
understand the mechanics of this process, namely that the virus could be transmitted from semen 
or vaginal secretions, through a lesiou iu a mucous membrane, during sexual intercourse. 
Perhaps the inability to make necessary links stems from yet another problem of school-based 
AIDS and sex educatiou, meutioued by Miller and Downer (1988) and discussed at length by 
Aggleton et al. (1989), namely, that the teaching on AIDS and sex offered in schools often 
appears to be based on the assumption that none of the pupils is sexually active, and, it could be 
added, never likely to be. McCormick (1987), de Neergard (1988), and Aggleton et al. (1989) 
stress the need for explicit and comprehensive sex education as a prerequisite for effective AIDS 
education. There is an urgent need for a thorough evaluation of the current teaching programmes 
on sex education in these schools, with a view to effecting changes, in order to provide the 
necessary basis for understanding how to cope with AIDS. 
65 
That the type of cells that are affected by the AIDS virus was not well known is less problematical, 
as this lack of knowledge would not affect the ability of these pupils to protect themselves against 
AIDS. Yarber (1987) has advised that such facts should be omitted from an AIDS education 
course. 
3.3 Information obtained from the comparison of the responses to the knowledge 
questions 
3.3.1. Standard 9 pupils 
From the reports of the selected personnel at the senior schools, it may be inferred that the 
majority of the standard 9 pupils should have had AIDS education during guidance classes at least 
twice prior to answering the questionnaire, while, at the most, the standard 7 pupils would have 
had only one session. Although the standard 9 pupils did have a better knowledge of AIDS than 
the standard 7 pupils, a substantial proportion of standard 9 pupils still held misconceptions or 
were ignorant of the correct responses to some of the knowledge questions. 
Most of the pupils learn about AIDS during guidance, which is a subject that is not examined. For 
this reason, it is possible that some of these senior students may lack motivation to retain the 
biomedical facts about AIDS. However, this would not explain these pupils' lack of clarity over 
certain methods of transmission, a topiC which should be very relevant to these adolescents. 
Another possible reason for the persistence of misconceptions is that these standard 9 pupils 
believe that they already have all the knowledge of AIDS that they need, so they do not pay due 
attention when information is being given. White et al. (1988) found this attitude to be prevalent 
among 14 to 15 year old schoolchildren in a survey in London, and they concluded that "this 
belief will block the uptake of information from health education programmes" (White et aI., 
1988, p.l17). 
However, the support for the prevalence of this attitude amongst the senior pupils in the present 
survey is conflicting. On the one hand, they gave positive responses to the queries on the content 
of a possible AIDS education course, and they affirmed the school's role in such a programme. 
On the other hand, the careers counsellor at the co-instructional senior schools reported that the 
standards 8 and 9 pupils had refused an offer of further teaching on AIDS in guidance classes this 
year. Only the standard 8 class at the co-educational school was given instruction (see teachers' 
report, p 58). 
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Research needs to be done to find out if the uptake of infonnation on AIDS is being hampered by 
negative student attitudes. The reasons for such attitudes would also need to be identified so that 
steps could be taken to remedy the situation. It might also be helpful to determine whether the 
guidance period is the most favourable slot in the timetable or, indeed, whether it should be the 
only time allocated for AIDS education. Many education deparlments have tacitly assumed this 
to be so (see pp 14-17). 
3.3.2. Standards 5 and 7 pupils 
Despite a lack of formal teaching of AIDS (see p 58), about 90% of the standard 5 pupils have 
gathered some accurate information on AIDS transmission and about 85% are able to recall one 
or more symptoms of the disease. Whilst a statistical comparison between the standard 5 and the 
standard 7 results is not possible, it is interesting to note that over the three questions requiring a 
knowledge of sexual transmission (Q 2.2.1 - 2.2.3 ), the median score for the standard 7 pupils 
was approximately 89%. This does not suggest that the standard 7 pupils have made significant · 
knowledge gains in this area over the standard 5 pupils. Further, the overall knowledge of the 
standard 7 pupils was significantly poorer than that of the standard 9 pupils. 
Sroka (1988) suggests that the most concentrated teaching about AIDS should be given to 12- to 
13-year-olds. 90,8% of the standard 5 pupils ( median age 12 years) indicated that they wanted 
school·based AIDS education. Further evidence of the receptiveness of this age group is shown 
in the letters in Appendix 11, ppl09-10. A large proportion of the standards 7 and 9 pupils also 
chose 12 or 13 years as the best age to start receiving instruction on AIDS. Some of the reasons 
they gave were: " It should not be too young as you won't understand but one must require (sic) 
knowledge before you are 14" ; "At this age most people will not have had any sex and can still 
be warned for later life" ; "Because of the amount of teen pregnancies I think it is important to 
know about AIDS as soon as possible. Under 11 is too young". 
These respondents show that they are aware that adolescents need to be cognitively mature 
enough to be able to comprehend the facts about AIDS and its transmission, which is a 
prerequisite to understanding the implications of this new disease for their social lives and 
personal sexual behaviour. 
It would seem to be essential that an effective teaching programme for this age group should be 
developed and evaluated to ensure that the opportunity for intensive teaching on AIDS is not 
being missed. 
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3.3.3 Possible 'filters' of information 
* Sex (social conditioning) - male and female pupils. 
No significant differences were found in the knowledge of the boys and girls in this sample. 
* Race (ethnic values and traditions) - black and white pupils. 
More black pupils than white pupils correctly answered that the AIDS virus can be transmitted in 
breast-milk but fewer were able to identify homosexual transmission of the virus, and to place 
semen as a fluid with a very high viral content. The sample used in this research was not random 
and therefore further analysis of these results was not warranted. An investigation, using a larger 
random sample of black children, to find out whether their beliefs about and perceptions of AIDS 
are influenced by ethnic values or by their social conditioning, could provide necessary direction 
to the structuring of AIDS programmes appropriate to the needs of black children, in black 
schools or in integrated schools. Schurink and Schurink (1990) urge that AIDS educators should 
remain informed on and sensitive to cultural factors that may influence perceptions of AIDS, so 
that differentiated teaching may be provided, if necessary. 
4. Attitudes 
4.1 Fears and Worries 
As stated in Chapter I, the intention behind any course of AIDS education is to teach pupils to live 
alongside possible HIV-positives in such a way that they themselves will not become infected. 
Whilst knowledge of AIDS and how people become infected with HIV is a necessary prerequisite 
for understanding what will constitute safe behaviour, it is not of itself generally sufficient to 
achieve appropriate behaviour Changes (Reader et aI., 1988; Hingson et aI. , 1990; Mathews et aI., 
1990). An important motivation for changing risky behaviour patterns or for initially establishing 
safe behaviour patterns, is the perception that AIDS constitutes a personal threat (Mathews et a1., 
1990). 
That there are feelings of vulnerability amongst these subjects is evident. The second most 
frequently expressed fear of the standard 5 pupils was that they did not know how to protect 
themselves against AIDS, and a third of them asked to be taught how not to get it. From the five 
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options of wornes or fears about AIDS, the senior school pupils selected least frequently the 
inability to protect themselves, yet in the open-ended responses, 30,1 % of the respondents 
specifically mentioned that not knowing how to protect themselves (or their family members or 
friends) was cause for concern. Almost all of the standard 7 and 9 pupils wanted prevention of 
AIDS infection and, more specifically, an explanation of 'safe' sexual behaviour, to be included 
in an AIDS education course. 
A useful outcome of the analysis of these questionnaires was that it revealed the need for research 
amongst a wider random sample of adolescents in order to fmd out what methods and behaviours 
they believe afford protection against AIDS. This could give guidance on what further teaching 
in this important area is needed. 
4.2 Opinions on possible benefits of AIDS to mankind 
Almost 70% of the respondents were able to find something that they thought was beneficial 
about AIDS (see p 45). Two thirds of the pupils who said that AIDS would prevent overpopula-
tion were males. Several of these answers had moralistic overtones, as they stated that the 
undesirable elements of society such as homosexuals, drug addicts and prostitutes would be 
eliminated, or that AIDS was a punishment from God. As with intolerance, such judgmental 
attitudes indicate a reluctance to come to terms with the possibility of personal risk. 
Those pupils who suggested that AIDS was the solution to overpopulation were clearly looking 
at only one effect of the disease. Such a limited viewpoint indicates the necessity for further 
teaching about the social and economic implications of the disease, including the effect on the 
labour force, and the cost to the country of giving proper care to people dying from a long and 
painful illness such as AIDS. 
Two thirds of those who believed that the benefit would be that human beings would change their 
risky behaviours were females. This is a more optimistic, less self-centred perception of the 
situation created by AIDS. It could open the way to a discussion of the behaviours that the pupils 
mentioned - drug-taking, promiscuity, and homosexuality - all topics which most education 
departments include for teaching in their sex and health education programmes, and which 
adolescents need to understand if they are to make informed choices for their lives. 
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4.3 Attitudes towards an AIDS sufferer 
A considerably greater proportion of black pupils than white pupils would ask to be removed from 
the proximity of an AIDS sufferer in their schoolroom. They also showed greater awareness of 
the likelihood of rejection by others should you have AIDS. Similar attitudes of avoidance, and 
of concern over being rejected, were prevalent amongst the black students in the Cape survey 
(Mathews et a!., 1990). It would be helpful to know if the cause of this attitude is a lack of 
understanding that day-to-day contact with an AIDS sufferer is without risk, or whether ethnic 
values and customs were influencing the pupilS. One way to try to find out would be to use a pre-
test, lesson and post-test format such as used by Miller and Downer (1988). Appropriate teaching 
to reassure these students, and to develop greater tolerance, could then be planned. The pupils' 
concern over being ostracised by society could be used constructively as powerful motivation for 
the adoption of preventive behaviour. 
Taken as a whole, from their responses to the closed item questions in Q 3.4, about three quarters 
of the standard 7 and 9 pupils were prepared to be tolerant or circumspect in their attitudes 
towards an AIDS sufferer. Their free responses ranged from sympathy and understanding to self-
protective rejection as illustrated by the following: "I would try to get to know him/her and act 
normally. They are also people and being around them has no danger involved. They diserve 
(sic) as much chance as they can get"(l3 year old white female); "I would try and get him/her in 
a hospital"(15 year old black male); "I would question him/her from a distance"(14 year old white 
female); "I think I would reject him or her, as I believe that I am too young to catch this sickness 
. 
(viress)" (15 year old white male). The sympathetic answers generally indicated that the pupil 
understood that there was no risk of transmission from daily contact with AIDS sufferers, while 
the intolerant answers showed that the respondent believed that there was. The girls' responses to 
the closed item questions were found to indicate greater tolerance for an AIDS sufferer than the 
boys' responses (see p 46). If this is related to the differential socialisation that Block (1973), and 
also Fetters (1976), found that parents and other adults applied to boys and girls in the USA (in 
Biehler,1981), then perhaps some of these girls see themselves in the role of comforters and 
caregivers to others, including AIDS sufferers. On the other hand, more boys may have been 
encouraged by parents and teachers to believe that their main aim in life is to succeed and to let 
nothing, least of all someone who is terminally ill, hinder their progress. It might be of benefit to 
caution the girls against sentimentalising the situation, and their role in it. Some of the boys 
might need to be helped to be more sensitive to the needs of people who are ill by making hospital 
visits to a children's ward. This might also help to allay any fear that sick people are always 
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infectious (see response of 15 year old white male). The danger of intolerance, as already stated, 
is denial of personal risk, with concomitant difficulty iu conviuciug such pupils of the need to 
change their behaviour or to maintain safe behaviour. 
5. Developing Guidelines for AIDS education 
Beyond the year 2000, the eventual endemic level of HIV/AIDS in any specific 
population or country will be a measure of both the commitment and effectiveness of 
AIDS prevention programs iu the 1990s. (Chiu and Mann, 1990, pB5). 
In the followiug discussion, various guideliues which have been derived mainly from the 
responses of the pupils to the questions dealiug with "the who, what, when and how of mv 
education" (Liontos, 1989, p1), as well as the "where", will be offered, with support from the 
findings of other researchers. 
5.1 A co-operative community approach to school-based AIDS education- the context or 
'where' of AIDS education 
Despite the differences in sexual maturity of the standard 5 boys and girls, with many of the girls 
growing into womanhood while most of the boys are still very immature, both sexes showed a 
continuing dependence on their parents, particularly the mother, for discussing the serious matter 
of AIDS. The standards 7 and 9 pupils opted for teachers and friends above parents to supply 
information on AIDS, and the school rather than the home as the most appropriate place to get 
AIDS education (see p47, and p 48 for Table 8). Interestingly, more of the standard 5 pupils also 
indicated that they would prefer, iu future , to learn about AIDS from a school-based programme 
of lessons and talks rather than by talking to parents and friends (see p 56 for Tables 15 and 16). 
It would seem that all three groups of pupils have confidence that they will get the most accurate 
information on this scientific and medical matter from professional educators. It is essential that 
those to whom the responsibility of an AIDS education programme has been entrusted, should 
"maiutain factual credibility with their audience" (Griffiths, 1985, p 172), by keepiug abreast of 
new developments in the AIDS pandemiC. To this end, all available sources of iuformation 
should be used. Several education departments iu this country have supplied the schools with 
information pamphlets and fact sheets but, as already stated (see p 21), a central organisation 
similar to that iu the USA, is needed to make the dissemiuation of knowledge efficient. Such an 
organisation could bear the expense of acquiring a variety of videos, posters, pamphlets, and 
slides that could be loaned or distributed to the schools. A list of experts willing to give talks at 
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schools could be compiled. An ongoing programme of in-service training for all teachers, such as 
was suggested by Liontos (1988), could be implemented and administered by this central 
organisation. However, until such an organisation is formed , these four schools could, as an 
interim measure, combine information and teaching resources, and should draw on local expertise 
for training teachers in AIDS education. 
Particular note needs to be taken of the expressed wish of the younger pupils for parental support 
in coping with AIDS. This should serve as the cue for a concerted community effort. School and 
home, and possibly also the church, should combine to provide sustained and omnipresent 
support for the young people of the community. It is important for children, adolescents in 
particular, to realise that the adults in the community do understand the difficult decisions they 
have to make with regard to their personal sexual behaviour, and the fears aroused in them by the 
existence of AIDS. McCormick (1987), Sroka (1988), Liontos (1989), and Schurink and 
Schurink (1990), as well as the IUHE task force (1988), have all advocated that AIDS education 
should be given in the context of a supportive community. These researchers and pOlicy-makers 
advise that parents (and community leaders) should be involved in establishing school-based 
AIDS education programmes. The AIDS issue has been variously described as 'volaWe' 
(Sroka,1988), 'sensitive' , and 'controversial' (Liontos,1989). However, Sroka(1988) maintains 
that the situation becomes de-fused if the parents and other members of the community are co-
designers of the programme, and are completely au jait with what will be taught at school. 
Although most of the subjects of this survey were boarders, their parents attend several major 
functions during the course of the year which would provide an opportunity for liaison with the 
school on AIDS education. Further, several parents serve on the parent teacher associations, and 
on the school councils, and could be involved at these levels. 
It has been stated that objections may be expected from religious organisations to those aspects of 
AIDS education in which it is acknowledged that some teenagers may be sexually active and, 
therefore, ways to protect them from becoming infected with AIDS are offered (see p 3). 
Greathead (1990) warns that in the RSA we might, as in the USA, fall into the trap of anticipating 
objections where none has been made. As a result , an AIDS education programme may be 
needlessly circumscribed so that it uncompromisingly offers chastity before marriage as the only 
acceptable AIDS prevention method. For teenagers who are already sexually active, such a 
message is irrelevant, and may even work counter to the possibility of a change to safe behaviour. 
The alternative, suggested by Greathead (1990), is to enlist moderate church groups to work with 
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parents and school officials "to create a curriculum that meets the community's needs" 
(McCormick, 1987, P 58). The church is a strong influence in all four of these private schools, 
and the members of the clergy who are on the staff or who visit the schools could make a 
significant contribution in designing an AIDS education programme which is both appropriate 
and effective. 
It is encouraging to note that the guidance offered to adolescents in the sexuality/health/AIDS 
education programmes of several education departments in the RSA, whilst in no way abdicating 
a position of support for high moral standards, indicates a realistic understanding of human 
sexuality (pp IS -16, and p 18). 
Underlying every AIDS education programme should be the recognition that the rights of the 
individual have to be protected but, at the same time, the health of the community must be 
safeguarded (Schurink and Schurink, 1990). In these four schools, which are non-racial, and 
predominantly boarding and therefore marked by close communal living, it is essential that 
religious, cultural and psycho-social factors , which might mOdify certain sections of this target 
group's perceptions of AIDS, should be taken into account. Members of the community itself, 
rather than some external authority, should be most able to ensure that due note is taken of these 
differences, so that the AIDS education programme does not offend the sensibilities of any ethnic 
group represented in the schools, nor does it stigmatise any particular group of people. 
A decision that would need to be made is where the programme of AIDS education would best be 
integrated into the school curriculum. The majority of the standards 7 and 9 pupils opted for its 
inclusion in a general sex education course (see p 49, Table 10). In agreement with this opinion, 
designers of AIDS health education courses such as McCormick (1987), Masters et al. (1988), 
and Allensworth and Symons (1989), as well as curriculum designers in education departments 
in the RSA, USA and Denmark, advocate that AIDS education should be incorporated into the 
SID component of a comprehensive self-health and/or family guidance programme. 
It is also important to decide whether the boys and girls should be taught separately or together. 
Both the standards 5 and 7 pupils, particularly the girls, indicated that they preferred not to discuss 
AIDS with a friend of the opposite sex. It would seem sound educational practice to separate the 
boys and girls for the sex and AIDS education course up to this stage of schooling, and possibly 
even for the standard 8 pupils. As the majority of the standard 9 pupils indicated that they would 
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be happy to get information on AIDS from friends of both sexes, it may be inferred that boys and 
girls should be taughttogether in standards 9 and 10. It is important for the boys to be able to hear 
what the girls feel about these matters, and vice versa. From her experience as a visiting speaker 
to many Natal schools, Tomaszewski (1989) has found that the arrangements suggested here 
work very well. 
5.2 The content - the 'what' of AIDS education 
If the free responses of the standard 5 pupils are compared with the responses of the standards 7 
and 9 pupils to closed and open questions, a high degree of concurrence is found. Most pupils 
asked to be told what AIDS is, what it does, how you get infected with AIDS and how to prevent 
it. Some also asked about the origin of AIDS, about a cure, about testing for AIDS and for 
guidance on how to behave towards people who have AIDS (see pp 50-1, and p 57). Some of the 
older pupils also expressed the need to know where to get help if you think you might be infected 
with AIDS. Most standards 7 and 9 pupils chose the topics 'safe sex' and 'drugs and AIDS ' for 
inclusion in an AIDS education programme, emphasising that they are aware of the importance of 
knowing about prevention. As there has only been one reported case of AIDS infection througb 
the intravenous route in the RSA, departmental teaching programmes tend to gloss over tbis 
means of transmission, but clearly these pupils are not complacent about it. From time to time, 
spurious stories that only people who take certain drugs develop AIDS are published (see p 4). 
The pupils should be helped to appreciate that certain elements of the press thrive on 
sensationalism at the expense of truth, and that stories whicb deviate from the scientific and 
medical mainstream are unlikely to be true. 
Several students in all three age groups asked to be told where AIDS originated. Tbere is no 
certain answer to this question and it is a politically charged issue (Chirimuta and Chirimuta, 
1987; Raymond, 1990). However, a discussion of tbis topic sbould not be avoided merely 
because it is controversial. It provides a good opportunity for the airing of any feelings of 
stigmatisation that some of the pupils may feel, e.g. black pupils may feel that black people are 
being unjustly blamed for the origin of AIDS. It may also be used to help to teach children, 
especially the younger ones, that we cannot simply believe what we would like to believe (Driver 
and Easley, 1978). Even after consideration of all the evidence, some issues may not be able to 
be definitely decided (see Appendix 11 , letter 1). 
74 
5.3 The time schedule - the 'when' of AIDS education 
The majority of the senior school pupils stated that by 13 years of age, adolescents needed to get 
information on AIDS because of their increasing sexual awareness and because of the social 
adaptation required with the transition from junior to senior school. They also indicated that, at 
this age, understanding of the concepts of AIDS was possible without evoking undue concern (see 
p 47) . Only two of the standard 5 pupils did not comment on what they would like to learn about 
AIDS, suggesting that the majority of these 11 - 13 year olds felt both the need for AIDS 
education and the capacity to comprehend it (see p 57). 
The time schedule laid down in the teaching programme of the Transvaal Education Department, 
would seem a good one to follow. It is suggested that up until standard 5, specific AIDS 
education need not be offered but any questions from the children should be answered factually 
and honestly. Bock and Hoch (1988) add that reassurance should be given that AIDS is not the 
pupil's problem. Thereafter, AIDS teaching for standards 6 to 10 should be formalised, and 
should be specifically aimed at prevention. 
5.4 Suggested teaching methods - the 'how' of AIDS education 
An important issue, raised specifically by Liontos (1989) and incorporated into the programme 
designs of Bock and Hoch (1988) and Sroka(1988), is that AIDS education needs to be given 
repeatedly, as children do not remember everything after one exposure to the information. 
Further, it should become more detailed as the cognitive ability of the learner develOps and more 
explicit as sexual maturity increases. 
It has been suggested that a problem could arise with the more senior pupils if they considered 
themselves to be more knowledgeable about AIDS than they really were (White et a\.,1988). They 
would not appreciate the need for repetition, and repeated deliberate teaChing of AIDS could lead 
to a defensive or a rejecting attitude in some students. A diagram depicting a possible cross-
curricular interdisciplinary approach that could be adopted by these schools, is given in Figure 3, 
p 75). Not all the activities would need to be carried out in anyone year. That detail could be 
worked out for each school. However, by using information pertaining to the disease, its 
incidence, and its economic and social implications in order to teach skills necessary in other 
subjects, much incidentalleaming about AIDS could occur. 
Role-playing 
Speech, Music 
Drama, Art 
Puppets 
Planning an 
information 
campaign 
Languages 
Debate and 
discussion 
Plays 
Poems 
Songs 
\ 
Posters 
Cost of medical care 
Mathematics 
and Economics 
Guidance / 
Youth Preparedness 
Decision-making skills 
Self-esteem enhancement 
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\ 
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I 
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Projections Geography 
Figure 3: Cross-curricular opportunities in ongoing AIDS education 
adapted from Opie F.W.J. (1989) p.13 
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Researchers such as White at al. (1988) and Hingson et al. (1990) have stated that interpersonal 
interaction is an essential prerequisite to effect behaviour cbange, and bave recommended "small 
group focussed discussion or individual counselling" (White et al.,1988, p 119). The majority of 
the standards 7 and 9 pupils preferred group discussions or group discussions with lectures (see 
p 49) and the standard 5 pupils preferred learning about AIDS through interpersonal interaction 
rather than the media (see p 56). 
What is essential is that the skms of refusal (Tomaszewski,1989), decision-making, coping with 
peer pressure, self-assertiveness and self-esteem enhancement sbould be taugbt (Allensworth and 
Symons, 1989). McCormick (1987) suggests that AIDS education should be integrated into the 
broader context of teaching adolescents personal responsibility. 
Tbere are various educationally sound, interpersonal methods of teaching children these skills 
and the ability to empathise, some of which are listed bere: 
* 
* 
* 
* 
* 
role-playing, whicb would enable children to see the other person's point of view. 
suggesting a practical problem or moral dilemma for resolution by the pupils, either 
individually or when working as a team. 
training pupils so that they are able to "present activities in class which focus on decision-
making, peer pressure, communication skills and values clarification, whilst imparting 
accurate information about health risks and prevention" (Gillies, 1988, p 123). Part of the 
success of this kind of teaching is tbat it is seen as less prescriptive than wben adults are in 
direct cbarge. It also allows for the greater involvement of the recipients. 
visits to scbools by HIV -positives, wbicb could promote understanding amongst the pupils of 
what it must feel like to know you may become terminally ill within the foreseeable future. 
Meeting such people could increase tolerance and compassion among students, with the 
concomitant awareness that anyone who bebaves in a risky manner could become infected. 
talks by medical professionals who are able to empathise with teenagers, and show them that 
they understand the difficulty of the choices they have to make regarding their personal 
sexual behaviour. 
* 
* 
• 
* 
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the use of videos, such as that reported on by Solomon and Dejong (1989), whicb depict the 
types of situation in which adolescents could be exposed to the risk of AIDS. The viewers are 
able to readily identify with the characters who are shown to handle the situation appropri-
ately to prevent risk yet, at the same time, to enhance self-esteem. It is essential that the video 
should be previewed in order to evaluate its suitability for a particular group of pupils. 
encouraging pupils to produce their own puppet shows or 'situation' plays which depict 
adolescents dealing effectively with peer pressure. 
maintaining a bulletin board of news about AIDS. Differing points of view on conlroversial 
issues concerning AIDS could be posted with advance notice of class discussions on the 
topic, to enable the students to prepare a contribution. Information on AIDS clinics and 
counselling cenlres could also be displayed. 
particular members of staff could be appointed to act as tutor or counsellor to specific groups 
of pupils in order to give individual counselling. 
5.5 Available expertise - the 'who' of AIDS education 
The essential role of well-informed teachers in AIDS education has already been discussed (see 
pp 70--1). Mention has also been made of the value of peer teaching, and of the importance of the 
personal testimonies of HIV-positives in influencing pupils' attitudes towards AIDS and AIDS 
sufferers. 
However, whilst schools can certainly do a great deal to provide information on AIDS and can 
help to shape more positive attitudes in young adolescents by dispelling ignorance and fear of the 
disease, there are certain matters that are vital for the protection of young people which are not 
within the province of the school (Hingson et aI., 1990; Howe, 1990; Raymond, 1990). These 
matters are to do with the actual practicalities of human sexual behaviour and conlraceptive 
practices necessary to prevent infection from AIDS. A large part of our population already appear 
to regard AIDS education as a matter to be taught by health professionals (see p 18 and p 19-20). 
The role of the Department of Health and of the medical profession, both doctors and nurses, in 
promoting less risky behaviour among sexually active adolescents may indeed be of vital 
importance. The involvement of medical professionals would place the emphasis on the need to 
remain healthy. The high credibility of medical professionals amongst adolescents and their 
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parents would enable preventive methods to be seen as responsible behaviour. Further, Hingson 
et a!. (1990) found in their Massachusetts statewide survey that sexually active adolescents who 
had discussed AIDS with their physicians were more likely to adopt behaviours to avoid risk of 
infection than those who had not. 
5.6 Evaluation of AIDS education programmes 
This is an area which tends to be overlooked, especially in the type of 'emergency' situation 
created by the AJDS pandemic (Gillies, 1988). It must be stressed that education is imprecise and 
imperfect, and that any AIDS education programme that is implemented will require continual 
evaluation t'O determine its effectiveness, and to decide on any changes that may be required. This 
evaluation could be conducted by means of surveys, pre- and post·testing, structured interviews, 
observation and any other available means. Only by doing this can the level of awareness of the 
needs of the pupils be maintained and an assessment be made of how effectively these needs are 
being met. 
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CHAPTER 6: CONCLUSION 
From this study it was found that, whilst the senior pupils were better informed than the standards 
5 and 7 pupils, the knowledge of many of the pupils lacked scientific basis. Further, those 
misconceptions most likely to affect the pupils' attitudes towards and social interaction with 
AIDS sufferers or those suspected of harbouring the human immunodeficiency virus, persisted. 
Teaching methods which might prove effective in correcting these misconceptions and also in 
developing more tolerant attitudes, have been suggested. Cross-{:urricular activities in order to 
integrate AIDS education into the general school curriculum, whilst ensuring that the pupils 
receive repeated, but subtle exposure to information, have been proposed. Guidelines on which 
an AIDS education programme could be based, have been offered. 
Fears arising from the unique features of the disease - the hidden latency period, the lack of a 
cure, and the prospect of a protracted and painful death - were common. There was also an 
awareness among the pupils that the fear of infection could influence affective aspects of their 
lives, particularly when choosing a life partner. It was clear that these pupils perceived a need to 
learn more about methods of prevention of AIDS and that they placed a good deal of reliance on 
the school's ability to be able to meet this need. 
This research has probably raised more questions than it has provided answers, and several areas 
requiring further research have been highlighted. There is a need to determine those factors which 
could hamper the uptake of information on AIDS transmission and prevention, whether these lie 
in general student attitudes, or in cullural differences, or in ethnic values, or in the type of social 
conditioning received. This is essential if the AIDS education in these non-racial schools, 
attended by both boys and girls, is to be effective. Moreover, as increasingly more schools in the 
RSA are opting for an open model and as the possibility of integrated schooling becomes more 
likely, there is an urgent need to ensure that all pupils in the RSA have a sound knowledge of how 
AIDS is transmitted to attempt to avoid stigmatisation of a particular group, or a panic response 
with racial overtones (O'Farrell and Will, 1989). The existing knowledge of preventive methods 
against AIDS amongst these adolescents should also be investigated in order to determine what 
information is still needed to protect the health of these students. 
Possibly the most important area of research arising from this study is the need to investigate the 
effectiveness of the sex education programmes in these schools. This research lind evaluation 
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would appear to be a necessity for all tbe schools in tbe RSA, as accurate and relevant sex 
education would seem to be a prerequisite to effective AIDS education. Witb tbis in mind, furtber 
research also needs to be done on tbe role tbat tbe medical profession could play in assisting tbe 
schools in overcoming "people 's social discomfort and biases about AIDS" (McCormick, 1987, 
p 59), and in assisting the students to make tbose changes in their behaviour needful to protect 
tbeir healtb. Again, tbis research should be conducted nationwide as all schoolchildren in tbe 
RSA require effective AIDS education. 
The challenge of AIDS cannot be met by armchair theorising and looking hopelessly 
at the terrifying statistics. We can only start to meet it if we all become AIDS 
educators, at every available opportunity, especially tbose of us in contact witb young 
people and tbeir teachers. Their future is our responsibility. ( Baker, 1988 ,p 27 ). 
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UPDATE: AfDS IN SOUTH AFRICA (as on 08/08/90) 
Tahle AI: Annual number of cases reported in South Africa 
Year of Total Deaths Case-fatality 
diagnosis c~'ses rate (%) 
1982 2 2 100 
1983 4 3 75 
1984 8 8 100 
1985 8 8 100 
1986 24 23 96 
1987 39 31 79 
1988 88 50 57 
1989 157 68 43 
1990 125 22 18 
Total 455 215 47 
Table A2: Age and sex distributioJl of AIDS cases 
Age group Sex Tnt:ol 
Male Fem:ole 
0-9 15 9 24 
10-19 5 8 13 
20-29 55 34 89 
30-39 116 20 136 
40-49 52 I 53 
50-59 16 5 2 1 
60-69 6 2 8 
70+ I 0 I 
UNKNOWN 89 2 1 110 
Total 355 100 455 
Appendix 1 continued 
Table A3: Transmission category by etilnic group alld sex 
Homo/bi Hetero Haemo Trans IVDU Paed Tot,,1 
sexual sexual ph iliac fusion iatric 
Asian M 3 1 0 0 0 0 4 
F 0 0 0 0 0 0 0 
Black M 2 61 3 3 0 13 82 
F 0 78 0 0 0 13 91 
Coloured M 9 I I I 0 0 12 
F 0 2 0 I 0 0 3 
White M 231 8 9 8 I 0 257 
F 0 2 0 4 0 0 6 
Total M 245 71 13 12 I 13 355 
F 0 82 0 5 0 13 100 
Grand 
total 245 153 13 17 I 26 455 
Information released by the Department of National HealUl and Population Development, 
based OIl anonymous data supplied by the SAIMR. 
Table B. Reported AIDS cases ill the rest of Africa and the nSA (cumulatil'e totals). 
Year Afric" RSA 
1982 2 2 
1984 98 14 
1986 3849 45 
1988 20904 166 
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Table C. Projections for RSA (cumulative totals) 
Compliled by Dr van der Merwe: Sanlam: based on trends since 1982 
Year Hest expectation Average Poorest expectation 
1989 126 235 344 (actual number was 330) 
1991 338 1570 2752 
1993 1187 11597 22016 
1995 3634 
Appendix 2 
List of Teaching Programmes, Textbooks and Sortware in the USA 
EJ 37'1209 SE 543142 
Teaching about AIDS 
Bock, Barbara; Hoch , Loren L. 
Science and Children, v26 nl p22-25 Sep 1988 
EJ 375199 HE 524299 
A Program Using Medical Students to Teach High School Students about AIDS 
Johnson, JclTrey A.; And Others 
Journal of Medical Education, v63 n7 p522-30 Jul 1988 
EJ 359968 S E 541404 
Help for AIDS Education: Using Technology to Address a Critical Need. 
Bloom, Edward 
Technological Horizons in Education, vl5 n2 p109-11 Sep 1987. 
ED 291702 SP 029923 
89 
Preventing AIDS. Health Education Curriculum Supplement for Middle Level Schools. Nonh 
Carolina State Dcpt. of Public Instruction, Raleigh. Instructional Services. 
1987. 
ED 288742 SE 048754 
An annotated Bibliography about AIDS for Educators of the Life Sciences. 
Person, Mark A. 
II Jun 1987 
84p.; Exit Project-S 591, Indiana University, South Bend. 
ED 300339 SP 030289 
Immunology ,md Human HealOl. 
Dawson, Jeffrey R.; And Others 
Biological Sciences Curriculum Study, Colorado Springs.; Foundation for Blood 
1986. 
ED 300242 SE049757 
Biological Science: An Ecological ApproaCh. BSCS Green Version. Teacher's Resource Book 
and Test Item Bank. SixU, Edition. 
Biological Sciences Curriculum Study, Colorado Springs. 
1987 
CG 021534 
Software for Teaching about AIDS and Sex: A Critical Review of Products. A Microsirt 
Report. - 24 P 
Weaver, Dave 
Northwest Regional Educational Lab., Portland, Or. Technology Program. 
Jan 1989. 
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List of Education Departments to which letters requesting information on AIDS education 
policies and programmes were posted in July 1990. 
List of Departments to which letters were sent. 
I. The Director-General Department of Education and Training, Pretoria. 
1.1 The Regional Director of tilC DET., Pretoria, Transvaal. 
1.2 The Regional Director of the DET., Vereeniging, Trrulsvaal. 
1.3 The Regional Director of the DET., Booysens, Transvaal. 
1.4 The Regional Director of the DET., Springs, Transvaal. 
1.5 The Regional Director of the DET., Bloemfontein, O.F.S. 
1.6 The Regional Director of the DET. , i'ietermaritzburg, Natal. 
1.7 The Regional Director of the DET., North End, Port Eli,.1beth , Eas tern Cape. 
2. Department of Education of the Cape of Good Hope, Cape Town. 
3. Department of Education of Ole Transvaal, Pretoria. 
4. Department of Education for Natal, Pietermarit zburg. 
5. Department of Education of the Orange Free State, Bloemfontein. 
90 
6. Administration House of Represen tatives, Department of Education and Culture, Cape 
Town. 
7. Administration House of Delegates, Department of Education and Culiure, Durban. 
8. The Secretary of Education, Siyabushwa, KwaNdehcle. 
9. The Secretary of Education, Ulundi, Kwazulu. 
10. The Secretary of Education, Krulyamazrule, Kangwane. 
11. The Secretary of Education, Giyani, Ga7.1nkulu. 
12. The Director-General of Education, Sibasa, Venda. 
13. The Secretary of Education, Umtata, Transkei. 
14. The Director-General of Education, Zwclitsha, Ciskei. 
15. The Secretary of Education, Mafekeng, Bophuthatswana. 
16. The Secretary of Education, Chuenespoort, Lebowa. 
17. The Secretary of Education, Witsieshoek, Qwaqwa. 
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Copy of letter sent 10 education departments 
23 July 1990 
Dear Sir/Madam 
AIDS EDUCATION RESEARCH 
I am currently researching the status of AIDS education in Junior and Sccondary Schools in 
Africa, Europe and America. It has been stated that education is our only defence against this 
rapidly spreading disease. 
Could you please send me tile following:-
a) a statement of your Department's policy on AIDS educalion; 
b) a copy of any teaching programme(s) on AIDS your Department may have drawn up; 
c) a list of schools ill which the teaChing programme on AIDS has been implemenled; 
d) a brief evalualion on AIDS education effecliveness; 
e) any other information on AIDS education you may feci would be relevanl. 
If NO teaching programme has been introduced in your Department, I would appreciate a 
statement to this effecl. 
Enclosed please find a slamped addressed envelope for your reply. 
For my part, I undertake 10 send you a sumniary of my findings when I have completed my 
research. 
Thank you. 
Yours faithfully 
1. 
I.J 
1.2 
1.3 
1.4 
I.S 
1.6 
1.7 
1.8 
1.9 
Appendix 5 
Questionnaire A for standards 7 :md 9 pupils 
AIDS EDUCATION 
Pleasl! fill in your personal details so I can closs;!y your answers corrutly. 
Put;) ,/' in .. box to show your answer. Please do noll1lakc any crOlises. 
NlImeojyoltrSc/Joo/ DSG 0 Kingswood Cl SAC 0 SAP 0 
sO 7 '" 90 Standard U 
Age ,,0 120 130 140 150 160 170 180 
I-/()me language EnSlishO Arrikaans 0 
Sotho 0 Tswana 0 
xhOCiaD 
OtltcrO 
Zulu 0 
Father's oallpat;on fanning! 0 conservation 
education 0 
business 0 
M(Jrha's occllpation farming! 0 
tOllscrvation 
husincs,.<; 0 
medical 0 
The Coul/fry orprovifla where yO/llive 
Race White 0 Black 0 
Sex Male 0 Felllale 0 
sC ientific/ D retired! 0 technical unemployed 
religious 0 engineering 0 
'cgnlD medkal D other 0 
.c:;c1c nti ficl 0 
technical 
secretarial 0 
hou.~ewifeD legal 0 
· 0 education other 0 
CnreO OFSO NUla,D TVIO 
1 IOlllcland 0 
Coloured 0 
Namibia 0 foreign 
indian 0 A. .. ian 
o 
o 
1.10 Boarder yes 0 no 0 
1.11 Tick the numher o/brotllns and sisters YOIl have 
Older Brothers 00 10 20 3 ornlore 0 
Younger Brothern 00 10 20 J orrnorc 0 
Older $istern 00 10 20 3 or more 0 
Y(lul1gcr Sisters 00 10 20 3 orlllllrc 0 
2. What ytnl already know about AIDS 
2. 1 What do the leiter!'; AIDS stand for'! Spell ing docs notmauer! 
A .. .. ..... ....... ........... 1 ................. ......... ·· D ............................ S .......................... .. 
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o 
o 
o 
o 
4 
s 
6 
7 
0 8 
0 9 
0 10 
0 " 
0 12 
0 13 
0 14 
0 15 
0 16 
0 17 
o 18 
Appendix 5 continued 
2.2 110w do people gcl infected hy the AIDS virm'l 
Put one lick per line to show your answer. Yell No Don', know 
2.2.1 can an infected 11l3J\ pass on AIDS to another man with whom he ha." sex? D§§ 2.2.2 can an infec ted man pass on AIDS 10 a woman wilh whom he has sex'! 8 ' , 
2.2.3 can an infected woman pass 011 AIDS to a man with whom :r;he has sex'? 
' , , 
2.2.4 can you gel AIDS from kissing someone with AIDS on the check or lips DOD (dry kissing)'! 
2.2.5 can you gel AIDS from hugging somcone with AIDS" §G§ 2.2.6 ca n you get AIDS if someone wilh AIDS coughs over you? 
2.2.7 can you gct AIDS (rolll using the IInJllC toilet );Cal as someone with AIDS? '0 ' 
2.2.8 ca n you gel AlDS from using the 1131llC IIwilllllling pool M.'iOmCOIiC wilh DOD AIDS? 
2.2.9 can you gcl AIDS from a mOllquito bite'! DOD 
2.2.10 can you get AIDS by u:c;ing the same cup as someone with AIDS? 008 
2.2.11 ca n you get AIDS from a blood t ra n .~fusion? DO ' 
2.2. 12 can you get AIDS from us ing the same injection needle as someone with DOD AIDS"? 
2.2.13 ca n a woman with AID!'; infectlhc oahy developing in her womo? 008 
2.2. 14 can a woman with AIDS infcct a haby she brca. .. tfeeds'! DO ' 
2.3 Which hody fluids contain very high concentration:'; of the AIDS virul'i in an AIDS suffcrer'! 
Put OIu·tick per litle (0 show youI' arJ.'iWl'r 
Yes No Don't know 
2.3. 1 l'ia liva 0 0 B 2.3.2 seme n 0 0 
2.3.3 vaginal secretions B B 8 2.3.4 blood 
2.3.5 sweat 0 0 0 
2.4 Which body cell. .. ducl'i thc AIDS viru:,; affect? 
2.4.1 
2.4.2 
2.4.3 
2.4.4 
2.4.5 
2.5 
Pur one tickpl'r lint? 10 show your answer 
Ye... No DOli', know 
red blood cells 0 0 0 
the spcnn cell l'i 0 0 § the egg cell.o; 8 B one type of white blood cell 
all our while blood ce lls 0 0 0 
What effed docl'i the A1DS virtLl'i have on the immune syl'i lC1l1 uf hum an .. '! Tick tJn(\' onc box, 
weakenl'i it gradually 0 destroys it immediately 0 dOli" know 0 
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§ 
0 § 
0 
0 
B 
0 
0 
0 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
3D 
31 
32 
33 
34 
3.1 
36 
37 
38 
39 
40 
41 
42 
o 43 
Appendix 5 continued 
2.6 Up till now. how have you obtained infonnali on on AIDS? 
Tick nne M X IU!T line tn ,rlroH' your (In:~H'('r. 
2.6. 1 From magazines. newspapers and book.'i yes 0 noD 
2.6.2 From radi o and telev ision yes 0 noD 
2.6.3 From talking 10 parent') and friends yes 0 noD 
2.6.4 From lcsl'iolis and talks al school ye, O noD 
.1. Attitudes tnwards AIDS 
3. 1 ArOS has been de.<;cribctl as "the plague of th is century." Pick out tile 3 facts you find most 
worry ing Ub(}ul/\ IDS. Tick Ihe 3 bores o!your d lOia. 
3.1.1 that it has IHH; urc 0 
3. 1.2 Ihal il i!'; spreading l>o fas t 0 
3. 1.3 thaI y Oli fec i you don '( know how to protect yourself again..- l il 0 
3.1.4 Ihal people who gel AIDS will die from it 0 
3. 1.5 thaI people with AIDS arc rejected hy society 0 
3.2 W(lu ld you like to make a (uT1hcrcollllllcnl on yourfesrs nlwut AIDS'! Wrilc your 
COllllllenl here ............. ...... ..... ............. .............. ... .................................................... . 
...................................................... 
.......... ... ............................ ................. ... .......................................... . .. .............. . 
3.3 Is Ihere any Ihin g aboul AIDS Ih al YOIl feel i,. good and Ihal will benerillllallkind,! 
........... .... .. ... ... ............................................................................................................... 
........................................................... ............................................................................ 
.............................................................................................................. ....................... . 
3.4 If a person who has AIDS joined your class al sc hool, how would you feel'! 
3.4. 1 
3.4.2 
3.4.3 
3.4.4 
Tick n f/e box per lint! 10 show your (Jmwel' . 
Do you think you would 
avoid him/her e nl irel y 
make friends wi lh hilll/her 
ask thai he/she be sent away 
as k your parcnts or teache rs to take you oul o flhe class 
Yes No Nol sure 
°HR B~tj 
000 
3.4.5 If f/one oflhese. write here how you would behave lowards an AIDS ~urrerer ill your cla~~ . 
....................... ........ ............................................................................................... . 
........................................................................................................................... .. .. 
........................................................ ....................................................................... -..... . 
4. /.earningmoTe about AlDS. 
4. 1 Where do you feel i ~ the best place 10 get information ahou t AIDS. Tiekonly one hox. 
home 0 school 0 ch urch 0 youth group 0 
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B 44 45 
0 46 
0 47 
B 48 49 
0 50 
0 51 
0 52 
CD 53-54 
CD 55-56 
57 
58 
59 
60 
CD 61-62 
o 63 
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4.2 At what age :c;hould you first :<i lart to gel information on AIDS'! n ck only one nox. 
u ndeclOD 108 118 12 0 DB n 1· Q 
14 U IS 16 17 and above 
Gi ve a rca:<;on for your choice of age . .......... .... .............. ................................. ..... ......... ..... ... . 
........................................................ .................................................................................... . 
.................................................. .. ........................................................ ......... ...... ................. . 
4.3 From whom would you prefe r to gel information o n AIDS?Tick only on~ box per line. 
4.3. 1 from your father 0 from your mother 0 both 0 neither 0 
4.3 .2 from a friend ( ~ame sex) 0 from n fri end (oppo~ iIC sex) 0 boO,O ' 0 neither 
0.3 from a friend 0 from an adult 0 both 0 nCithcrD 
aboul your own age 
4.3.4 from a school principal 0 from an ordi nary tcacher 0 boO,O nCilhcrD 
4.3.5 fro111 n minister 0 from a school counsellor 0 pOlhO neither 0 
4.3 .6 frum a male te:ac her 0 from a female teacher 0 OOlhO ocilherD 
4.4 How would you like 10 get infomlalion on AIDS? Tick only {In(' box per finl! . 
4.4 .1 on your own 0 in a group 0 hoth O nCilherD 
4.4.2 a.~ a ~pecia l cou~ 0 as pari of a general 0 bOlhO ncitherO just all AIDS sex education 
4.4.3 from hooks and Tllagazines 0 from a video or TV filmO both 0 nCi'herD 
4.4.4 from lectures 0 from group discussions 0 bolhO neither 0 
4.5 What information should cducntiol1 on AIDS includc" Tick or/ly ()Ill! oox per fine. 
Ye .. No Ntll sure 
4.5. 1 the AIDS virus and its effec t o n the hum:m body 0 0 0 
4.5.2 how people get infected with AIDS 0 0 0 
4.5.3 how 10 avoid gcltingAIDS 0 0 0 
4.5.4 how to find out i( yo u arc infected wi lh AIDS 0 0 0 
4.5.5 what is "safe se,," 0 0 0 
4.5 .6 homosexuality 0 0 0 
4.5.7 how to behave towards peoplc who have AIDS 0 0 0 
4.5.8 whic h countries in the world have mos t AIDS and why 0 0 0 
4.5.9 drugs and AIDS 0 0 0 
Is there anything else you wou ld like to learn in relation to A IDS? ............ ..... .. .................... 
.............................................................................................................................................. 
.............. ... ........................................................................................................................... .. 
Thank yOIl far IIdping by filling in flli s que.~';onnoirl!. 11u' in/ormation you havt' pn.n·it/t'd l1'ill hi' Im·d 10 plan o' 
row :rr to t'Jurolr young Pt'op/' /0 maJ.:(' wiSt' rhaio,f for tluir lift' stJle.~. MARGARET ROlJlNSON 
For of nee 
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Questionnaire B for standard 5 pupils 
AIDS EDUCATION 
Pleasefill in your personal details so I can classify your answers correctly. 
Put a .I' in a box to :;; how your :'lllswcr. Please dll nol make any c rosses, 
Name o/y(mr Schoo/ DSG 0 King.<;w(')~xl 0 SAC 0 SAP 0 
Standard 50 70 90 
Age lID 120 130 10 150 160 170 IsO 
lIome language Zulu 0 
Sotho 0 Tllwana 0 
Xhosa 0 
Other 0 
Father's occupation 
Mother's occupatiofl 
famling/ 
con~rvalion D 
education o 
businc.~.<; 0 
fanning! 0 
conservation 
bu:,;inc.'is o 
med ical o 
T"~ Country or prol·ina wl/cre you /il-c 
Raa White 0 Black 0 
Sex Male 0 Female 0 
Boarder ycsD noD 
scie ntific! 0 
Icchnical 
religious o 
relired! 
unemployed 
engineering 
legal 0 medical [J other 
o 
o 
o 
sc ienti fic! 0 
technical 
hou~ewireD 
education 0 
secretarial 0 
legal 0 
other 0 
c.peD Or-sO N"'IO TvlD 
lIomciandD NanlibiaD roreign 0 
Coloured 0 IlldinnD A<;ian o 
1. 11 Tick Ihe numher a/brothers and s;,flers ynu have 
Older Brother.; 
Younger Brother.; 
Older Sister.; 
Younger Sisters 
30rmorc 0 
3 or more 0 
30rmore 0 
3 0rlllorc 0 
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o 
o 
o 
4 
5 
6 
7 
8 
9 
10 
II 
12 
13 
14 
15 
16 
17 
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z. What you already know about AIDS Write your answers in tile spaces prov ided. 
2.1 What do the leuers AIDS sta nd for? Spelling docs not matter! 
A •........................... 1 ........ ......... .......... ... D .... .... ... ................ S 
2.2 11owdoyouthinkapcrson could ge tAIDS,! ........................................................................ . 
2.3 WhatdoesAIDSdotoyourbocly? .............. ................................ . 
2.4 Iii the re anything fhat worries you or makes you afraid of AIDS'! .......................................... . 
3. LeamingabrlUl AIDS 
3. 1 lf you wanted 10 find out ahout AIDS wou ld you ask (Tiel:. lUll' Imxpcr lillc) 
3.1.1 africndoflhesamel';cx 
3.1.2 a rriend of the opposite sex 
3. J.3 your mother 
3. 1.4 your rather 
3. 1.5 a sisler or brother 
3. 1.6 your teacher 
3. 1.7 [hc chaplain or ministcr or pries t'! 
YCli No 
DO DO DO DO DO DO 
00 
4 . How wlJI,ld YOIllike to learn ohuut AIDS ( /i'cl.:. tlf/ I" hU.l"f,t!T linc) 
5. 
From magazine.'>, newspaper,; alld book. .. 
From radio and tclevil>iOIl 
Frolll talking 10 parenL" and rriends 
From leSl>ons and lalks al school 
:] J 
lJ d 00 DO 
Write here wha1 you would like tv team ahout ;1.1 ' )5 ...•.... 
For-office 
useollly 
o IR 
0=]19-20 
0=] 21-22 
0=]23-24 
0 
0 
0 
0 
0 
0 
0 
o 
o 
o 
o 
25 
20 
27 
2~ 
29 
30 
31 
32 
33 
34 
35 
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Questionnaire C for school personnel involved in AIDS education 
(luestioJls fur Tc.achcr.'i 
I. Name: flf Schuul: 
2. YUllr pnsitinll in iI: 
.1. Hea!!h, !iC~ or f:llilily cducnliull ill yuur school 
Please answer (he following qucsliolls. 
:1) Which d:J!i.~c.~ pallicipnlc in tlli .~ Jlrn~r;lIl1l11c7 
I'ka ... c ,!!ivc Ole s[:ullr;utl .~ :lIl1l .~uhi\T[S ill whit'h il i .~ l:lIt!!ltl. 
h) I.~ lilly ITI cUliolllll:ulc o f S"IUs? 
AI what age/d:m:; 
I:; specific ill.~lruc[i()11 o n AIDS g iven [0 [he pupil .~ 
i} ill your classes 
ii ) in any oIlier classc.~ inlhc !icl1ool1 
c) AIJ)S educaljQo 
I. Medical fllels llbuul AIDS Arc thc .~c facts lau~hl1 
1. prcvclll:lhlc viral dj .~ca!iC 
2. [hal ;1 i .~ incllnlhlc 
J. how it i s Ir<lm;miUcd 
II. how ;1 is nol Jr:IIISlHiUcd 
:'I. higll risk hody Iluid ... 
6. crfcel (111 th e: immune !iy .~lcm 
7. symJltoms of AIDS 
8. dirfcrCIlCc hc lwecnlllV-posi livc and rull-blown AIDS 
9. ho w 10 lind out ir you have AIDS 
2. Feelinr::>. hehaviours and Vallle.~ AI'e fhe.o;e topics discussed ronuully willi jour pupils? 
I . rears or AIDS 
2. I\ltilU(Ic .~ 10 AIDS ~urrerers 
3. Sarc hchaviours 
i) dla~lily 
ii) condOIl1 u .~1Igc ill prcvcltling AIDS - 1Ind ils limilalions 
4. High rillk peoplc 
.'i. Rillky bch1lviourll 
i) ProlT1i~e uou .<; !'iex 
ii) Dnlg laking 
iii) Sharing r1l7.0r!'i ,lIId t()()lhnrshcl> 
4. Dc('rkil>.~jng 
.'i. Whal 10 do if you Ihiuk you lI1i~hl be il1i'ecled willi AIDS 
J. Economic aud Sucial hllplic;J'inns u r A IDS. Do JOU discos.o; 
I. Origin ur A IDS 
Yes/No 
Yc.~/No 
Ye~/N(l 
Yc~/Nn 
Ycs/No 
Yes/No 
Ycs/N(I 
Ye.~/No 
Yes/No 
YeMNo 
Ye~[No 
Yes/No 
Yes/No 
Ye~/No 
Ye.~/N() 
Yes/No 
Ye!'i/No 
Ye.~/No 
Yes/No 
Yes/No 
Yes/No 
Ye.<;INo 
YCII/No 
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2. 
3. 
4. 
,. 
6. 
Di.~lritmn{)n of AIDS 
Prcdicliom of AIDS spread 
mrcel of AIDS on labour force 
Appendix 7 continued 
Errcel of AIDS on hosp i l:1L~ :lnt! medical cnre 
Effects of AIOS on family life 
VesINo 
Yes/No 
YesINo 
Yc.~/No 
YesINo 
4. From what sources dn YOII lhink IUUS! or fhe pupils' in[unnalion ("0111('.' prior [0 your leaching them? 
Plan' Illesc in rank order. 
Mliga/oincs, newspapers, radio, tctevisioll, h()()k .~ . pll rCH ls. peers, 1cm;hcrs. 
5. What methods of 1Nlching Oil AIDS have yuu fnund effective? 
6. Arc h()y.~ find gills nlw<lys l:1t1ghllogClhcr'1 
7. 00 you gel feedhac k Oil yuur 'cssol1.~7 
8. Is Illere allY parelll involvcrncnl? 
9. Do you send parents inforlllnliOf1 on your course? 
J O. H(lw long ha.~ AIDS Cllucalioll heen opera ring at your sclJ()ol1 
Thank you 
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TABLE I 
STANDARD 7 AND 9 
SECTION I - DETAILS OF SAMPLE 
I.1 School All Girls Co-Ed All Boys Tolal 
% 26,2 3(),3 43,5 363 
1.2 Standard 5 7 9 Tot.l1 
% 46,8 53,2 363 
1.3 Age II 12 13 14 15 16 17 18 Total 
% 
-
- 7,8 30,2 11,9 39,6 9.4 1,1 363 
1.4 Home Engti,h Afrikaans Xhosa Zulu Sotho Tswann Other Du:tJ Total 
Language 
% 81,5 3,0 9,9 - 0,8 1,1 1.4 2,2 363 
1.5 Father's Farm! Scient/ I{CllV &luc Rclig Engin Bus Lc.gaJ Mcd Other Total 
1.6 
1.7 
1.8 
1 "I 
Occup. 
% 
Mother's 
Occup. 
% 
Location 
% 
Race 
% 
Sex 
% 
Con.~crv Tcdm Uncmp 
18,3 3.9 I.l 11,0 1.4 9,0 36.9 2,8 7,6 
FarO'll Scient! Secr Bus 
Cons Tcchn 
1,1 1,7 7,5 23,3 
Cape OFS Natal Tvl 
54,4 1.7 0,8 24,7 
White Black Coloured 
76.2 
Male 
59,9 
16,6 3,3 
Female 
40,1 
H/wifc Leg,,1 Mcd 
31, I 
H/L'Uld 
W,O 
Indian 
3,3 
1.4 7,2 
Namihia 
1.7 
Asian 
0,6 
Total 
357 
Educ 
14.4 
Foreign 
6,7 
7,9 355 
Other Total 
12.2 360 
Total 
360 
Total 
361 
100 
1.11 
Boarder 
% 
Older brothers 
Younger hrolher~ 
O lde r sislers 
Younger sislers 
0 
63,4 
65,6 
62.0 
62,6 
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1 
No 
20,6 
24,9 
26,8 
27,'1 
30,7 
2 
8,9 
7,0 
8,7 
5,9 
Total 
354 
3+ 
2,8 
1,1 
2,Il 
0,8 
I () I 
TOTAL 
358 
358 
358 
358 
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STANDARD 5 SUBJECTS 
1.1 School All Girls Co-Ed All boys N 
% 34.2 44.7 21,1 76 
11 12 13 14 Total 
5.3 61.8 31.6 1,3 76 
1.4 Home English Afrikaans Xhosa Zulu Sotho Tswana Other Dual Total 
language 
% 68,4 5.3 10,5 - 1.3 2.6 2.6 9.2 75 
1.5 Father's Panni Scient! Retd/ Educ Relig Engin Bus Leg Med Olb Total 
Occupation Conser Tecbn Unemp 
% 25.0 6.6 - 19.7 3.9 2.6 28.9 1.3 5,3 6,6 76 
1.6 Mother's Panni Scient/ Seer Bus H/Wife Legal Med Educ Olb Total 
Occupation Conser Teehn 
% - 2.7 8.1 17,6 31,1 - 8,1 18.9 13,5 74 
1.7 Location Cape OFS Natal Tv1 HILand Namib Foreign Total 
% 73.3 1,3 - 6,7 10.7 4,0 4.0 75 
1.8 Race White Black Coloured Indian Asian Total 
% 76.3 19,7 2.6 - 1.3 76 
1 "I Sex Male Female Total % 48.7 51.3 76 
1 "'I 
Boarder Yes No Total 
% 68,4 31,6 76 
1.11 Siblings 0 1 2 3+ Total 
Older Brother 61,8 26,3 7.9 3,9 76 
Younger Brother 59,2 32,9 7.9 76 
Older Sister 63.2 28,9 3.9 3.9 76 
Yonger Sisler 65.8 26,3 3.9 3,9 76 
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TABLE I) 
A COMPARISON OF THE RESPONSES TO Q 2.2 OF STD 7 AND STD 9 PUPILS IN THE SAMPLE 
QUESTION 2.2 STD7 (%) STD 9 (%) 
I. SEX: MAN - MAN N = 169 N = 192 P = O,(X)29 
Yc:<; ~7,6 96,9 
No 4,1 0,5 
Don', Know 8,3 2,6 
JO. SAME CUI' N = 170 N = 192 P = O,(XX)2 
Yes 11,2 3,6 
No 66,5 ~4,4 
Don', Know 22,4 12,0 
.. 
II. BLOOD TRANSFUSION N = 170 N = 192 P = O,(l()() 1 
Yes 87,1 9R,4 
No 4,7 I,n 
Don't Know ~,2 0,5 
14. BREASTFEEDING N = 169 N = 191 p =O,OOI7 
Yes 40,2 29,3 
No 13,0 27,7 
Don', Know 46,7 42,9 
TABLJ.(J.( 
A COMPARISON OF THE RESPONSES TO Q 2.2 OF BLACK AND WHITE PUPILS IN THE SAMPLE 
QUESTION 2,2 WHITE (%) BLACK (%) 
I. SEX: MAN - MAN N = 274 N = 60 I' = O,(XX) 1 
Yes 94,3 R3,3 
No 0,7 10,0 
Don't Know 5,0 6,7 
14. BREASTFEEDING N = 273 N = 59 P = O,(XlOX 
Yes 29,3 54,2 
No 23,1 10,2 
000'\ Know 47,6 35,6 
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TABLEF 
A COMPARISON OF THE RESPONSES TO Q 2.3 OF STD 7 AND STD 9 PUPILS IN THE SAMPLE 
STD 7 (%) STD 9 (%) 
J. SALIVA N = 168 N = 190 P = O,(XXX) 
Yes 28,0 12,6 
No 4l!,2 76,8 
Don't Know 23,8 10,5 
2. SEMEN N = 170 N = 191 r = O,OO(Xl 
Yes 58,8 H6,9 
N" 4,7 3,7 
Don't Know 36,S 9,4 
3. VAGINAL SECRETIONS N = 169 N - 191 r = 0,0014 
Yes 61.5 78,0 
No 7,1 6,3 
DOll', Know 31,4 15,7 
4. BLOOD N = 168 N = 192 r = 1l,(XX13 
Yes 89,3 99,0 
No 1,2 (J,O 
Don't KJJOW 9,5 1.0 
5. SWEAT N = 168 N = 188 r = O,(XKXl 
Yes 7,1 3,7 
No 62.5 88,8 
Don" Know 30,4 7.4 
TABLEG 
A COMPAIUSON OFTHE RESPONSES TO Q 2.3 OF BLACK AND WHITE PUPILS IN THE SAMPLE 
WHITE(%) BLACK (%) 
2. SEMEN N =264 N = 59 r = O,(KKl 
Yes: 79,9 52.5 
N" 2,9 10,8 
Don'{ Know 17,2 37,3 
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TAnLE H 
A COMPARISON OF THE RESPONSES TO Q 2.4 OF STD 7 AND STD 9 PUPILS IN THE SAMPLE 
QUESTION 2.4 STD 7 (%) STD 9 (%) 
l. RED BLOOD CELLS N= 164 N = 188 P = O.(KKX) 
Yes 32.3 35.1 
No 21.3 4(),4 
Don't Know 46.3 24,5 
2. SPERM N = 166 N = 187 P = O.(KKJ6 
Yes 56,6 52,4 
No 11.4 2n.7 
Don't Know 31,9 20,0 
3. EGG N = 164 N = 187 P = O,(KXII 
Yes 47,0 :f9,6 
No 12,8 32,1 
O(ln't Know 40,2 28,3 
4. ONE TYPE OF WHITE 
BLOOD CELL N = 165 N = 189 r =C),OOIG 
Yes 18,8 27,5 
No 22,4 32,8 
Don't Know 58,8 39,7 
5. ALL WHITE BLOOD CELLS N = 166 N = 19() P = O,(X)25 
Yes 37,3 52, I 
No 10,8 14,8 
Don't Know 51.8 33,7 
TAnLE! 
A COMPARISON OF THE RESPONSES TO Q 2.5 OF STD 7 AND STD 9 PUPILS IN THE SAMPLE 
QUESTION 2.5 STD 7 (%) STD 9 (%) 
n = 169 11 = 19;\ p = O,(XJ34 
Weakens it 85,2 95,3 
Destroys it 5,9 2,6 
Don't Know 8,9 2.1 
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TABLEJ 
A COMPARISON OF THE RESPONSES TO Q 2.6 OF STD 7 AND STD 9 PUPILS IN THE SAMPLE 
QUESTION 2.6 STD 7 (%) STD 9 (%) 
4. SCHOOL LESSONS & TALKS N = 162 N - 191 P = O.!XXX) 
Yes 51,9 75,4 
TAlILE K 
A COMPAR ISON OF A SELECTED RESPONSE TO Q 3.1 OF BLACK AND WHITE PUPILS (BY A SINGLE 
TEST OF PROPORTIONS) 
WORRY WHITE (%) BLACK (%) 
IF YOU GET AIlJS YOU WILL BE P = O,!X)233 
REJECTED BY SOCIETY 40,0 60,0 Z = 2,R306 
TAIILE I. 
A COMPARISON OFTHE RESPONSES TO Q 3.3 OF BOYS AND GIRLS IN T HE SAMPLE 
BENEFIT MALES (%) FEMALES(%) 
N = 145 N = lOR P = O,(XlO4 
POPULATION CONTROL H6,9 66,7 
HEALTH & BEHAVIOUR 12,4 2R,7 
NOTHJNG GOOD 0,7 4,7 
CATEGORY 4 WAS OMJTTED IN THE STATISTICAL COMPARISON 
TABLEM 
A COMPARJSON OFTHE RESPONSES TO Q 3.4 OF BLACK AND WHJTE PUPILS IN THE SAMPLE 
QUESTION 3.4 WHITE(%) BLACK (%) 
4. YOU TAKEN Oln' OF CLASS N = 234 N = 54 P = O,!XX)6 
Yes 5,1 20,4 
No 7H,6 61,1 
Don' , Know 16,2 I R,5 
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TABLEN 
A COMPARISON OF THE RESPONSES TO Q 3.4 OF BOYS AND GIRLS IN THE SAMPLE 
QUESTION 3.4 MALES (%) FEMALES (%) 
I. AVOID HIM/HER N = [~6 N - 12K P = 0,0000 
Ye." 37. I 7.8 
No 33.3 62,5 
Don't Know 29,6 29,7 
2. MAKE FRIENDS N = 19O N= 134 P = O,(XXX) 
Yes 23.2 42.5 
No 35.8 9,0 
Not Sure 41,1 48.8 
4. YOU TAKEN OUT OF CLASS N = 182 N = 128 r = o.m 13 
Yes 12.6 2,3 
No 68,7 84,4 
Not Sure 18.7 13,3 
TAIlLEO 
A COMPARISON OF THE RESPONSES TO Q 4.3 OF BOYS AND GIRLS IN THE SAMPLE 
PERSON TO INFORM BOYS (% ) GIRL~ ( % ) 
4. :U PARENT N = 209 N = 140 P = O.(XXX) 
Father 12,0 3.6 
Mother 7.2 21,4 
Roth 57,4 60.7 
Neither 23,4 14.3 
4.3.2 FRIEND N = 206 N = 142 P = 0,(XX)2 
Same sex 24,3 3J,O 
Opposite sex 8,7 0,7 
Both 48.5 59,9 
Neither 18,4 8,5 
4.3.3 AGE N = 205 N = 143 P = 0.000 I 
Own age 27,8 16.8 
Adult 30,7 29,4 
Roth ]/,2 51.7 
Ncilher " 10,2 2.1 
4.3.6 TEACHER N = 204 N = 142 P = O,IXX)2 
Male 14.7 3.5 
Female 16,7 28,9 
Both 58,3 62,7 
Neither 10.3 4,9 
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TABLEP 
A COMPARISON OF THE RESPONSES TO Q 4.3 OF SID 7 AND STD 91'lJPILS IN THE SAMPLE 
STD 7 (%) STD 9 ( %) 
4.3.2 FRIEND N= 163 N = 191 P = (), oom 
Snmc :<;cx 42,3 14, 1 
Opposite :<;cx 4.3 7,3 
Roth 16.2 6(,") 
Neither 17,2 12,0 
TABLEQ 
A COMPARISON OF THE RESPONSES TO Q 4.4 OF BOYS AND GIRLS IN THE SAMPLE 
BOYS (%) GIRLS (%) 
METIIOD OF INFORMING N = 206 N = 143 r = O,(X141 
On your own 19,4 12,6 
In 11 group 4X,I 39,2 
Bolh 27,2 45,5 
Neither 5,3 2,R 
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Selected letters received after a one hour lesson on AIDS 
given by the researche,' to st .. ndanl 5 pupils 
Orl1 ~ tr~ ~ N, llM IMu JUXdM wt ~ 
lI\ tfl.l v\,d.u, jl ~ '!Uht ~ f\.ot1\BtL 1.0 ~Uu. ~ Wtn 
urtJ1 UIl, ~, ~,~ ~ rtb~ ~ ~ \() 
\1\,1 tlllt 0t ~ID~,1 M.wt ,1M.!. W ~ ~ 
tdu.to.l.i.Am. \a ~ \iu ~ ,~Q \fu \Q.U I.IJIl.o\ Q 
(wI' iI\ If~ t~l\l ~, j, um4 ~ \0 b~ , 
iflAl ~WJ' \.\.\),5 ~ ~J,{a ~ ~ ~ 
~!lUt U\rl , 
HI! ,lW\r~~ u. [U\lf~ ~t~'\ \tt~, UJ..I'U\ 
~ I~ ~ ~\J\1U 01 '\fu tr~ ~,<IIl ~ at HD.'l 
w.d If\.! ()!\,fA ~ f A\.\)), ~l\d ~ WIt ~ ~ 
\.Q.U: tYlO.l U D, ~ \1\ Il. ikJ ffWl', td.I.wA.t, ~ t.N.}J. 
H0U, ~lwuX.d11Aut ,\)!ruq,/Il oW 1)'\1 i.A.d , ~Icl \.t III ~ , 
,It'.4 .~ ~ IN \N.o1~ ~ ~ U\IJ\ tN. ~ 
,1t\.t..UJ ll(\o , Whln. u.U. liwilo VUM~ 
I1Ii 0u\AU, 
Leiter from a black pupil 
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Leiter from a white pupil 
Letter from a white pupil 
